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During the past ten years, community residences for
the retarded have been the topic of considerable interest.
This trend can be expected to continue as a result of
direct action by concerned parents and professionals as well
as the current national attitude toward the legal rights
of the mentally retarded.
Much concern has been expressed about the adequacy
of community residence programs serving the retarded. The
matter is further complicated because little is actually
known about these programs. Despite the rapid acceleration
in the development of community residences, little research
on this topic has been reported in the literature.
Opinions regarding the types of services needed or criteria
for effective programs are not generally available.
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Literature in the field has generally excluded the needs,
desires and perceptions of the retarded residents themselves.
rrhe purpose of this dissertation was to provide useful
data regarding the needs of adult mentally retarded persons
living in community residences in Western Massachusetts.
Clearly, the needs of retarded adults should be among the
primary criteria for designing and implementing community
residence programs. In an effort to obtain useful data
about the needs of adult retarded persons, an application
of the Coffing/Hutchinson Needs Analysis Methodology was
carried out.
Full-time professional community residence staff and
mentally retarded adults living in community residences
provided needs data and measurement data regarding the
extent to which the identified needs were met or unmet.
Seventeen community residences participated in the study.
All resident subjects were randomly selected from the total
number of residents living in the participating community
residences.
The results generated a prioritized list of needs
identified by staff and residents. The top five most
important needs for each group were measured to determine
the extent to which they were met or unmet. It is
noteworthy that the retarded residents were capable of
vii
understanding and completing all the tasks required of
them during this research project. This supports the
notion that a significant number of retarded persons are
capable of determining their own needs and of communicating
their desires to others.
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CHAPTER I
THE PROBLEM OF THE NEEDS OF INDIVIDUALS
LABELED ADULT MENTALLY RETARDED
Overview of the Chapter
This chapter will introduce the concept of community residences
for individuals labeled adult mentally retarded. It will also intro-
duce the Needs Analysis Methodology as a useful tool in gathering
data regarding the needs of the adult mentally retarded who are living
in community residences. The problem of this study is to determine
the needs for services of mentally retarded adults who are living in
community residences in Western Massachusetts. The statement of the
problem is presented in more detail later on in this chapter.
The Community Residence as an Alternative to Institutionalization
The majority of professionals in the fields of mental health and
mental retardation find common acceptance of the definition of mental
retardation as professed by the American Association of Mental
Deficiency
:
Mental retardation refers to significantly subaverage
general intellectual functioning which originates during
the developmental period and is associated with impaired
adaptive behavior (AAMD, 1976).
1
2Mental retardation ranks as a major national health problem. There
are between five and six million mentally retarded children and
adults - an estimated three percent of the total population of the
United States (Jurdon, 1966). According to (Robinson and Robinson,
1965) four percent of retarded persons are institutionalized at any
given time.
Mental retardation is a diverse set of conditions, which stem
from an assortment of etiological sources, covers a wide range of
functional impairments, and is attended by extremely varied social
problems and issues (Adams, 1971). Since the phenomenon of mental
retardation covers such a wide range of human behavior, it is no wonder
that considerable confusion and controversy exist regarding its care
and treatments. In the past, it was generally accepted among pro-
fessionals that mentally retarded persons belonged in institutions.
Public agencies and parents were encouraged to institutionalize re-
tarded persons so that they might receive additional help and have
the companionship of their own kind. It is not unusual, even today,
for physicians and mental retardation professionals to advocate
institutionalization for mentally retarded persons.
Mentally retarded individuals are people who experience varying
degrees of difficulty in coping and adjusting to living in society
due in part to impaired general intelligence. The amount of
difficulty they experience is related to the severity oi' intellec-
tual impairment as well as society’s attitudes towards retarded
3persons. For individuals with mild retardation, the primary
obstacles are low academic achievement and job related problems.
With severely and profoundly retarded persons, virtually every com-
ponent of their existence is affected by their impairment.
In recent years a growing public awareness has occurred
regarding the mentally retarded. There has been increased public
and private funding to improve the education and living conditions
of mentally retarded persons (Presidents Committee on Mental
Retardation, 1968). The most recent trend in services for the
mentally retarded has been the growth of community based services
and living arrangements.
Services for the mentally retarded can be viewed as being
intertwined with the social, political and economic conditions with-
in society (Adams, 1971). As social conditions and human values
have changed, the treatment of the mentally retarded has changed
correspondingly (Kanner, 1964). It is essential to gain a histoiical
perspective in this area in order to borrow insights from the past
and intelligently plan for the future. This theme will be further
developed in Chapter II.
Mentally retarded persons have basic physiological,
psychological
and spiritual needs as do other human beings. By the
nature of their
handicap however, they generally have additional needs
for services
to alleviate associated problems of living in society.
Mentally
retarded persons do have a human and a legal right
to participate m
4designing their own life style. Unfortunately, however, mentally
retarded persons are not usually involved in the decision making
process in regards to programs and services with which they are
involved. In an effort to remedy this situation, the present study
attempts to ascertain the needs of mentally retarded adults as
defined by themselves as well as determining their needs as defined
by professional staffs of community residences. This study is
taking place in Western Massachusetts.
Return to the Community
A new and major objective in the field of mental retardation
is deinstitutionalization. During the past twenty years an effort
has been made to release the mentally retarded from large residential
institutions and place them in a variety of types of community
residences. The theory supporting this current trend in the treat-
ment of the mentally retarded is essentially that large institutions
tend to violate the civil liberties of the mentally retarded and at
best provide only custodial care. It is reasoned that if retarded
individuals can live at the community level, the likelihood of their
reaching their highest potential for growth is maximized. It
appears that in theory, this approach offers numerous advantages for
the mentally retarded, as well as making a substantial contribution
to society’s understanding of mental retardation. Deinstitution-
alization can potentially generate a learning situation for the
5community, where individuals can begin to recognize their similar-
ities to the mentally retarded, rather than accentuating the
differences. With the recent increase in public awareness regarding
the problems of the mentally retarded, there has come a growing
committment towards developing community residences.
Goodfellow (1974) has described the community residence trend
as an indication of broad and sweeping societal change. The goal
of deinstitutionalization is consistent with national policy for
educational programming and placement of handicapped students in
the least restrictive educational environment. This national policy
was put into law in section 612 of the New Education for All
Handicapped Children Act of 1975 (Public Law 94 - 142) . Communitiza-
tion has swiftly gained notoriety and popularity in the field of
mental retardation, becoming a much used, and often misunderstood
word. Reynolds (1974) stated that there is a growing trend through-
out the country to end the isolation and neglect of exceptional
individuals. He further states that this movement reflects the
democratic philosophy that equal access to societal institutions
and resources is the right of all individuals, however different
from the majority they may be.
There can be little doubt about the significance of the trend
away from institutions and towards the alternative of community
placement for mentally retarded people. Much concern, however,
has
been expressed regarding the adequacy of community residence
programs
6serving the mentally retarded (President's Panel on Mental Retarda-
tion; Wolfensberger
,
1972). There are many unanswered questions
about the viability of community residence programs. Although the
trend seems to be gaining in national momentum, there are increasing
reservations concerning the quality of services provided once
retarded citizens begin living in the community.
There is very little scientific data that has been accumulated
about community residences for the mentally retarded. Most of the
published research in the field has dealt with sample surveys
regarding numbers of community residences, programmatic issues and
directories of services offered (Bergman, 1975; Florida ARC, The
Right to Choose, 1973; Sigelman, 1973). Few studies have attempted
to evaluate the quality of services within community residences
(McCormick, 1975; Wolfensberger, PASS, 1974).
There are many unanswered questions in the area of community
residences for the adult mentally retarded. The needs of mentally
retarded persons living in community residences in Western
Massachusetts have not been determined. We do not know what pro-
fessional staff see as the needs for services of residents of
community facilities. It is the intention of this dissertation to
determine the needs for services for mentally retarded adults living
in community residences in Western Massachusetts.
Information regarding the types of services needed or elements
of effective programs are highly speculative. Community
residence
7staff ' s, having had the experience of operating such facilities,
have formulated opinions based on their experience and observations,
however, these opinions tend to vary with the background and train-
ing of the observer.
Literature in the field has generally excluded the needs and
desires of the residents themselves. The large majority of mentally
retarded adults living in community residences may be capable of
delineating their needs, yet more often than not, programs are
developed for them and around them solely on the basis of the values
and opinions of human service professionals.
The diversity of community residence programs is very large.
They range from a strict behavior modification orientation to client-
centered farm communes. It becomes increasingly apparent that
mentally retarded individuals should be consulted and advised as to
what programs are available and be offered the choice of placement
depending on their own needs.
In summary, there seems to be an obvious gap in the literature
regarding the needs of residents of community programs as defined
by the residents and professional staff s themselves. This study is
an effort to provide useful data about needs related to this problem.
The needs analysis is intended to generate hypotheses useful to
researchers in the field of mental retardation and provide data for
decision makers who determine policy affecting community residences
for individuals labeled adult mentally retarded.
8Definitions in this Dissertation
Community Residence ; a staffed facility for persons labeled
mentally retarded which operates 24 hours a day and provides
residential services for a group of between 6 and 12 individuals
(Hogan, 1977).
Mentally Retarded Individual ; individual demonstrating
significantly sub-average general intellectual functioning exist-
ing concurrently with deficits in adaptive behavior and manifesting
during the developmental period (AAMD, 1976).
Adult Resident : individual 18 years or older labeled mentally
retarded.
Staff: full time professional employees of community
residences for mentally retarded adults.
De-institutionalization: the process of providing alternative
living arrangements, within local communities, for previously
institutionalized retarded persons.
CHAPTER II
BACKGROUND OF THE PROBLEM
OF THE NEEDS OF MENTALLY RETARDED INDIVIDUALS
Historical Review
Of Trends in Services for
Individuals Labeled Mentally Retarded
Depending on the predominant social attitudes towards the
mentally retarded, society traditionally responds in one of three
basic patterns; compassionate concern for the well-being of an
afflicted minority, respect for the individual as a unique human
being and fear that mentally handicapped persons constitute a threat
to the existing social order. According to Hewett and Forness
(1974), society's responsiveness to deviant individuals is mainly
determined by its superstitious beliefs, its attitudes about the
survival of handicapped persons, and its advancement in both science
and service programs. It is apparent that all of these attitudes
are interestingly intertwined with social and political history,
which in turn, shapes the direction of social, medical and educa-
tional developments for the mentally retarded. Crissey (1975)
9
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emphasizes the importance of the social and political perspective.
The revolutionary winds that fanned our own
battles for freedom and that, from 1776 to the
1850's, reached Europe's eastern borders carried
with them not only a recognition of the
political rights of the individual but also a
recognition of each human being's special rights
as a person. Being "created equal” had
implications not only for government but also
for all the social institutions - for the church,
for the family, for charitable and welfare, and
most particularly, for educational philosophies
and practices.
In a review of services for the mentally handicapped, Kolstoe and
Frey (1965), stated that while political philosophy is often thought
of as distinct from educational philosophy, the close relationship
between political philosophy and treatment of the disabled seems
inescapable. Since social services for the mentally retarded cannot
be separated from the social philosophy and political thought of a
given culture, the establishment of services for the mentally handi-
capped must be seen in this broader perspective.
During the 18th and first half of the 19th century, when the
majority of the world's population lived a simple rural existence,
the standard of mental competence was naturally much lower, with the
result that only the more marked degrees of retardation were
recognized as such. Binet and Simon wrote as long ago as 1908:
A peasant, normal in ordinary surroundings of
the fields, may be considered a moron in the
city. In a word, retardation is a term relative
to a number of circumstances which must be taken
into account in order to judge each particulai
case. Thus a countryman might appear subnormal
in Paris because the competitive struggle in a
11
highly urbanized environment requires a
degree of intellectual keenness and of
social adaptability not called for in a
simple rural situation (Binet and Simon,
1908).
In our highly complex technological civilization, which makes great
demands for specialization and participation, a large number of
persons become readily identifiable because of their limited
intelligence. In these relative terms, the mentally retarded
present a more conspicuous profile today.
The basic preoccupation in some primitive societies was with
survival. Each member of society was expected to contribute to the
growth and maintainance of the community. Handicapped persons who
could not provide for themselves were a serious burden to the social
structure. As a result, most disabled, non-contributing children
were systematically eliminated from the social unit. According to
Davies (1959), the Spartans dealt with the severly retarded in the
sternest eugenic fashion, and obviously defective children are said
to have been cast into the river, placed in open sewer drains or
left to perish on the mountainside. The laws of Lycurgus authorized
the deliberate abandonment of "idiots", a practice which was
probably followed throughout Greece, and according to Cicero, also
among the Romans (Davies, 1959).
In the past, mental retardation was also seen to be the result
of demonic forces. It is understandable, from this perspective,
that earlier societies would view the mentally retarded as evil and
12
seek to destroy them. Martin Luther describes a profoundly retarded
child as follows:
Eight years ago, there was one at Dessau whom I,
Martinus Luther, saw and grappled with. He was
twelve years old, had the use of his eyes and
all his senses, so that one might think that he
was a normal child. But he did nothing but
gorge himself as much as four pheasants or
threshers. He ate, defecated and drooled and,
if anyone tackled him he screamed. So I said
to the Prince of Anhalt: If I were the Prince,
I should take this child to the Moldau River and
drown him. Such changelings are merely a mass
of flesh with no soul. The Devil sits in such
changelings where their soul should have been.
(Luther’s Works, 1967)
The literature on the early history of mental retardation consis-
tently perceived this subgroup of persons as not fully human and
subsequently stripped them of their rights to participate as worth-
while members of the society. The Greek roots from which the word
idiot is presumably derived are "iditas", a private person, or
"idios”
,
peculiar, that is a person set apart or alone (Davies, 1959).
The derivation of the word inherently implies the concept that these
individuals are nonsocial and live in a world of their own, outside
the realm of conventional society. For many centuries, the mentally
retarded were persecuted, ostracized, devalued and eliminated because
society viewed these "subhumans" as a threat to their existence and
an abomination of natural laws.
With the introduction of the agrarian caste system prior to the
Middle Ages, the plight of the mentally retarded began to improve.
Small towns developed which were worked by serfs under the
protection
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of the nobleman. Since the basic drive for survival became easier
and economic conditions allowed for a feeling of security, society
grew more tolerant of the mentally retarded. The era of extermi-
nation gave way to the practice of ridicule; dwarfs acted as clowns
and imbeciles as court jesters (Dunn, 1973). Although ridicule was
a distinct improvement over extermination, the mentally retarded
were still considered as devalued and unequal persons within society.
According to Kanner (1964), there is extreme paucity, almost
nonexistence, of early passages regarding the care of the mentally
retarded. He states that there are sporadic passages from Greek
and Roman literature, the Bible and the Koran which suggest that the
existence of such persons was known and that occasional friendliness
towards them was demonstrated. An often quoted passage is Mohammed’s
instruction in the fourth verse of the fourth sura:
To feed and house those without reason and to
give them kindly words (Kanner, 1964).
In Rome, it was not unusual for wealthy persons to keep a "fool or
jester" for the amusement of the household and its guests (Kanner,
1964). The use of "fools" as objects of ridicule and as devalued
human beings is underscored by words of Seneca to Lucilius:
You know that Herpaste, my wife's fool, was left
on my hands as a hereditary charge, for I have a
natural aversion to these monsters; and if I have
a mind to laugh at a fool, I need not seek him
far, I can laugh at myself. This fool has suddenly
lost her sight. I am telling you a strange but
true story. She is not aware that she is blind
and constantly urges her keeper to take her out
because she says my house is dark (Kanner, 1964).
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Kanner further states that the vast majority of idiots and imbeciles
did not fare so well as those kept fools.
During the Middle Ages, society began to develop a more lenient
attitude towards the mentally retarded. With the support of the
Roman Catholic Church, society experienced the growing pains associ-
ated with changes in values and philosophy. In the churches, the
religious teachings proclaimed that all individuals were "children
of God" and worthy of life. The disabled were recognized as people
who needed to be cared for by society. Monasteries and asylums were
constructed for the handicapped, who became wards of the church
(Kauffman and Payne, 1975). During the eighteenth century, the
religious community initiated educational programs for the handi-
capped which had hitherto dealt exclusively with the physical needs
of the handicapped. This shift in attitude, from a custodial
service to education, represented a step towards habilitation and
rehabilitation (Kauffman and Payne, 1975). As the humane concept
of education and treatment of the mentally retarded gained gradual
momentum, a new era of hope was begun.
It was during the early nineteenth century that the first
scientific approach to the problem of mental retardation was under-
taken. In 1799, Dr. Jean Itard, Chief Medical Officer of the
National Institution for the Deaf and Dumb located in Paris, became
involved in the care and training of a "wild boy" of about eleven
who was picked up in the woods of Aveyron.
15
A party of sportsmen hunting in the woods of
Caune
,
Aveyron, France, in 1798, came upon a
wild creature of the human species, a boy of
about eleven or twelve years, roaming naked
through the woods like an animal
,
and feeding
upon acorns and nuts. The hunters gave chase
and captured the lad (Davies, 1959).
Itard attributed the boys uncivilized behavior to the effects of
extreme sensory and social deprivation, and intended to foster these
absent faculties by training in hope of eventually restoring the boy
to the appropriate level of intelligence and socialization (Adams,
1971). After five years of intense individualized effort by Itard,
the boy had made very limited progress. Although he made minimal
gains in the area of socialization, his impulse control and judge-
ment level were still at a very basic level. Itard was disappointed
with the boy’s progress, however he provided the much needed impetus
to the new era of education of the handicapped and established a
precedent for the scientific study of mentally handicapped persons.
Itard' s method, based on sensory training and embodying much of what
is now called behavior modification, did provide substantial cred-
ibility to the emerging field of mental retardation. The scientific
literature in the mental retardation field begins with the publica-
tion in 1801 of Itard' s work, "De I'Education d’un Homme Sauvage".
From his pioneering efforts, Itard demonstrated that the mentally
retarded were capable of some degree of education. This was a
momentus contribution to the lives of handicapped persons in future
generations and led the way for legitimate scientific inquiry into
16
the area of mental retardation.
Itard’s efforts were continued and refined by his pupil,
Edouard Onesimo Seguin (1886), who, in the first half of the nine-
teenth century, emphasized the medical aspect by introducing what
he called the "physiological method" of treatment (Kanner, 1967).
Seguin was the first great teacher and recognized leader in the
field of mental retardation. He was also a student of the famous
psychiatrist Esquirol, who, in 1828, attempted the first definition
of "idiocy".
Idiocy is not a disease but a condition in
which the intellectual faculties are never
manifested or have never been developed
sufficiently to enable the idiot to acquire
such an amount of knowledge as persons of
his own age, and placed in similar circum-
stances with himself are capable of
receiving. Idiocy commences with life or
at that age which preceded the development
of the intellectual and affective facil-
ities, which are from the first what they
are doomed to be during the whole period of
existence (Davies, 1959).
Seguin was determined, as he stated in 1842, not to wait for medicine
to cure idiocy, but to do as teachers of deaf and of blind children
had done years before - to ensure for idiotic children "the
benefits
of education" (Seguin, 1856).
The French government made the first step towards
government
sponsorship of education of the mentally retarded by
providing
Seguin with space and pupils for an experimental
class in Paris in
1839. Seguin' s success in educating mentally
retarded childre
gained the attention and interest of the world
(Talbot, 1967).
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Seguin was like a beacon for the universal rights of education and
society's obligation to improve the lives of the mentally retarded.
Seguin incorporated all the available kinds of psychological and
educational methods towards the instruction of his students. It is
interesting to note some of his philosophy with an eye to contem-
porary trends in the field (Talbot, 1967).
To teach the idiot, one must have a method
which takes into account the physiological
and psychological anomalies, a method which,
for each child, starts with the known and
the possible, however low that may be, in
order to lead him gradually and without a
gap to what is known and possible for
everyone
.
Seguin described his teaching method as a good diagnosis of each
subject in terms of strengths and weaknesses and the removal and
correction of specific disabilities according to each individual.
He stressed the importance of early (infant level) educational
intervention and early signs of developmental delay to be observed
by the mothers of potentially mentally retarded children.
In 1848, Seguin emigrated to the United States and settled in
Ohio. Shortly thereafter he became intimately involved with devel-
oping programs for the retarded in New England. His arrival in
1848-1850, with his reputation and well formulated philosophy and
plan, seems to have served as a catalyst (Crissey, 1975). By 1876
there were enough institutions in America to form the Association
of Medical Officers of American Institutions for Idiotic and Feeble-
minded Persons, the forerunner to the American Association on Mental
18
Deficiency. The beginning of the era of institutional facilities
was in the time span of 1850 to 1890. Towards the end of his life,
in 1880, Seguin witnessed the residential schools growing beyond the
limits he had set for effective education, and he began to lay a
foundation for community facilities (Talbot, 1967). Seguin advocated
that the education of the handicapped be undertaken in small group
settings whereby pupils could develop harmoniously and effectively
the moral, intellectual and physical capacities, as functions, in
man and mankind (Kanner, 1964). Seguin played a major role as
consultant to individuals interested in establishing new residential
facilities for mentally retarded persons. Throughout his efforts he
never lost sight of the importance of maintaining relatively small
institutions with the emphasis on comprehensive training and
eventual return to the community.
With the establishment of Perkins Institution for the Blind in
Boston in 1848, and its subsequent transformation into the Massachu-
setts School for Idiotic and Feebleminded Youth, came the first
indication of public concern for the mentally retarded in the United
States (Adams, 1971). During the next decade, schools were estab-
lished in New York, Pennsylvania, Connecticut, and Ohio. By the
turn of the century, nineteen states had set up a total of twenty-
four institutions for children of school age who exhibited some
potential for training and eventual rehabilitation in the community
(Adams, 1971). A genuine effort was made to implement the educational
19
programs of Seguin into these new facilities. It is interesting to
note that most of the pertinent issues confronting mental retardation
workers today were concerns of the professionals in the mid 1800's,
including selection of clients and staff, educational plans and
living arrangements as well as finances.
The attitudes and governing philosophy of administrators of
these early institutions show a remarkable sensitivity to the
problems of the mentally retarded. The institutions were kept small
(not more than 200 children), so that individual attention could be
afforded for each resident. The institutions were generally located
in the countryside areas in an effort to provide fresh air, fresh
food and unrestricted room for play and exercise. It is implicit
in the development of these early facilities, that they should be
established in the periphery of society. It can be summarized that
this generally accepted approach was well intentioned and developed
out of genuine concern for the retarded and not as the result of
social or political pressure. According to Crissey (1975), the
educational programs in these facilities were to proceed by small,
sequential steps from basic skills to more formal education and from
play activities to useful work and vocational skills. There was a
concerted effort made to maintain contact with the community and
plan for an orderly return to the home after completing the educa-
tional programs offered at the institutions. These treatment
plans
and programs are certainly as appropriate today as they were
over
20
one hundred years ago. The early institutions had progressive and
insightful programs which embraced the clinical, educational and
social aspects of mental retardation.
Reports presented at the Association of Medical Officers of
American Institutions for Idiotic and Feebleminded Persons annual
meetings between 1881 and 1891, suggest that the standards of care
in the institutions were very high. The 1888 report from California
provides the following account.
...the wonderful physical and very
pleasing mental improvements of most
of the inmates which is accounted for
very largely by the care we have bestowed
upon their meals, bathing and beds. In
the midst of the greatest fruit garden in
the world we are enabled to give our
children a variety of fruit-ripe,
delicious and healthy the whole year
round. Palms, roses, pepper trees and
other subtropical plants which ornament
the grounds and tend to gladden the eyes
of children and quicken their sluggish
brains to thought (Proceedings of the
Association of Medical Officers of
American Institutions for Idiotic and
Feebleminded Persons 1876-1885).
As well as indicating the compassion for retarded people, these
accounts are consistent with the contemporary theory which empha-
sizes the importance of physical environment in the treatment
of
the mentally retarded. Adams (1971) suggests that the
rather
unusual phenomenon of why there should be such
compassionate and
well-informed concern for the mentally retarded can be
attributed
to the Jeffersonian theory that universal education
is an inherent
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feature of a democracy. Kanner (1964) further indicates that both
old and new worlds were imbued with a strong element of idealistic
thinking which embraced deep concern for the suffering and welfare
of the downtrodden and socially disadvantaged. The result of this
enlightened thinking was that for the period between 1848 and 1878,
America had established a precedent for setting up quality rehabil-
itation and education programs for the mentally retarded.
The original institutions in the United States were education-
ally and therapeutically oriented and committed to returning the
mentally retarded to the community. The administrators of the
institutions would encourage parents and social service personnel
to place retarded individuals within the institution for a period
of time, where they would be trained to become useful citizens, and
then returned once again to the community. The expectations for
the mentally retarded were precisely indicated in this period of
time as evidenced by the first annual report of the Pennsylvania
Training School (Royfe, 1972).
The experience now abundantly furnished by
institutions in Europe, Massachusetts, and
New York fully justifies the assertion, that
in nearly all the less-marked cases of
idiocy, the mind may be so far improved as
to be pronounced sane, that the individual
may be trained to such skill as to enable
him to support himself, and that his conduct
in society will be in all respects as proper
as that of the mass of his fellow-men. For
. the worst class of idiots, grovelers in the
earth, of undeveloped speech and unclean
habits, so successful a result, though
frequently attained, cannot in general be
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assured; but, at the very least, they may be
taught decency of habits, ability to converse,
and property of conduct in their social inter-
course. Taking all the classes of idiots
together, it is believed that by far the
larger proportion can be trained to become
useful and self-supporting members of the
community.
Believing that change was possible, these early institutions allowed
for frequent public inspections, built vacations and returns home
into their schedules, rejected involuntary retention, and placed
great emphasis on the improvement of their patients in the institu-
tions’ annual reports (Begab and Richardson, 1975). There can be
little doubt of the concern and care shown towards mentally retarded
persons during the early years of institutions in the United States.
My search of the literature did not yield a single contradictory
reference to the apparent high quality of treatment programs for the
mentally retarded during this period of time.
Unfortunately, the conscientious and progressive programs of
the mid-nineteenth century soon gave way to a custodial ideology.
This drastic change was brought about by the dramatic changes in
social conditions which were going on since the initiation of care
in the 1850's. America was in the midst of an industrial revolution,
which precipitated rapid urbanization and resulted in major disrup-
tions in established patterns of living. Adams (1971) states:
It soon became clear from the unsuccessful
experience of former residents who were
discharged from institutions to fend for
themselves in the community that, however
well trained in industrial, domestic, or
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other work, the young retarded adult or
adolescent would be unlikely to remain
intact for long in the harsh and chaotic
social conditions prevailing outside,
unless he was able to return to an
exceptionally stable and sympathetic
envoronment
.
A particularly important aspect of this new trend was a growing
awareness that the community could not or would not assimilate
previously institutionalized mentally retarded persons back into
society. An 1872 survey in Pennsylvania claimed that of the 3500
feebleminded in the state, only 700 came from homes that could
support them (Tyor, 1972). The very significant and far reaching
assumption was made that it might be better for the feebleminded to
remain institutionalized to spare them from the outside world, an
assumption Wolfensberger (1969) calls, ’’protecting the deviant from
the non-deviant". By the last quarter of the nineteenth century,
the founders of asylums for the feebleminded had begun this new type
of custodial care.
Custodial care did meet with some initial opposition from
superintendents of institutions as evidenced from the 1869 Pennsyl-
vania Training School report (Royfe, 1972).
We were "compelled" to receive a few of the
worst cases of idiocy because there were no
suitable alternatives. Such cases "are hardly
admissible applicants", and their number shall
not so increase as to conflict seriously with
the proper classification of our household, or
the interests of our school children.
It was obvious that overcrowded institutions were now threatening
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the very foundation of the humane treatment of mentally retarded
people. In 1888, the director of Elwyn Institute, Dr. Isaac Kerlin,
formulated his new policy in the following statement (Adams, 1971).
With the appalling number of applicants for
admission and from a conviction that the
state will not burden taxpayers with the
support of more than a fraction of those
needing it, it becomes imperative for us
to devise economical methods by which a
moderate good shall be done for the
greatest number
.
The early promise of effective training programs for the mentally
retarded as expounded by Dr. Samuel Gridley Howe, Dr. Hervey Wilber
and others, were not being passed on to their successors.
By 1885, the men who ran the institutions for the feebleminded
had generally been converted to a belief in long term custodial care
for the benefit of both the feebleminded and society. According to
Lazerson (1974), as institutional leaders searched for the reasons
why the feebleminded should remain in custody, they turned to hered-
itarian passages of subnormality, its incurability and the limita-
tions of educational training. Moreover, most of the children
admitted to institutions at this time, came from very poor back-
grounds and either were orphans or the offspring of foreign born
emigrants. With the publication of Henry Goddard's Kallikak Family"
in 1910 came the culmination of studies which attempted to demon-
strate the correlation between feeblemindedness and genetic defect.
Goddard (1910) reported that the illegitimate branch of the Kallikak
family was found to have produced several hundred retarded persons
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in the six generations since Martin Kallikak's encounter with the
feebleminded barmaid. With deliberate effort, these studies were
used to argue that feeblemindedness and criminality were directly
linked. The extention of the argument suggested that the feeble-
minded were a potential menace to society and had to be permanently
segregated so they would not contaminate others or reproduce.
From the 1880's to the 1920's the mentally retarded were
considered criminally inclined and potentially dangerous to society.
It was accepted that they be appropriately placed in segregated
facilities far from the normal population. Social control of the
feebleminded, who were feared to be waiting in untold numbers to
prey on society with their destructive patterns of life, became the
dominant theme; and attempts to implement control were expressed in
legislation for sterilization and in the proposal to extend custodial
care to cover all the retarded in the country during their child-
bearing period, if not for life (Davies, 1959).
Coupled with the so-called "evidence that indicated that the
feebleminded are a menace to civilization was the growing conviction
that the defect is hereditary and incurable, that it leads to
poverty, degeneracy, crime and disease. Alarm concerning the social
and moral repercussions of mental retardation did not fall on deaf
ears. The country was well prepared to rid itself of this
terrible
problem. In 1912, Dr. Walter E. Fernald gave an address
on the
subject
:
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The social and economic burdens of
uncomplicated feeblemindedness are only
too well known. The feebleminded are a
parasitic, predatory class, never capable
of self-support or of managing their own
affairs. The great majority ultimately
become public charges in some form. They
cause unutterable sorrow at home and are
a menace and danger to the community.
Feebleminded women are almost invariably
immoral and usually become carriers of
venereal disease or give birth to children
who are as defective as themselves. Every
feebleminded person, especially the high-
grade imbecile, is a potential criminal,
needing only proper environment and
opportunity for the development and
expression of his criminal tendencies
(Davies, 1959).
Society had gathered large quantities of damaging evidence against
the mentally retarded and was now embarked on a journey to dispense
social justice.
Eugenic sterilization was adopted by Indiana in 1909 and
followed shortly thereafter by Washington, California, Connecticut,
New Jersey, New York, Iowa and Nevada. By 1955, twenty-eight states
had sterilization laws on their statute books (Davies, 1959). Be-
tween the years 1909 and 1958, 31,038 sterilizations were performed
on mentally retarded persons in the United States (Table 1). The
decision of the United States Supreme Court handed down in 1927,
upheld the Virginia sterilization statute, and gave further support
to the notion of controlling mental retardation by this drastic
measure. Although numerous states still have sterilization laws on
the books, the practice has been generally discouraged since the
early 1960's.
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TABLE 1
STERILIZATIONS OF THE MENTALLY DEFICIENT
REPORTED IN THE U. S. TO JANUARY 1, 1958
State Total Male Female
Alabama
Arizona
California
Connecticut
Delaware
Georgia
Idaho
Indiana
Iowa
Kansas
Maine
Michigan
Minnesota
Mississippi
Montana
Nebraska
New Hampshire
New York*
North Carolina
North Dakota
Oklahoma
Ore gon
South Carolina
South Dakota
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Totals
224 129 95
6 6
7,518 3,417 4,101
130 25 105
575 244 331
630 240 390
20 6 14
1,728 852 876
828 189 639
849 511 338
219 39 180
2,864 811 2,053
1,910 396 1,514
58 14 44
214 55 159
684 337 347
379 125 254
3,102 526 2,576
560 218 342
250 51 199
1,252 456 796
131 12 119
742 268 474
632 296 336
211 73 138
3,205 1,272 1,933
276 33 243
52 11 41
1,789 384 1,405
31,038 10,990 20,048
*Not reported
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The eugenic scare of the early twentieth century, coupled with
the new trends in social care, contributed substantially to the
social devaluation of the mentally retarded as human beings, and to
their psychological and physical alienation from society. Up until
the 1920's, the large majority of professionals in the field
supported this acknowledged treatment of the retarded and made few
if any, attempts to seek alternative forms of care.
All the while that professionals were advocating sterilization
and segregation for the mentally retarded, there was a gradual
development in educational and social services within the public
school system and the community. The establishment of special
educational facilities within the public school system laid the
foundation for community rehabilitation (Adams, 1971). Special
classes were initially set up for children of subnormal intelligence
who came from stable and financially secure homes. Special classes
were established in Providence, R.I., in 1896; and later in Spring-
field, Mass.; Chicago; Boston; New York; Philadelphia; Los Angeles;
Detroit; Elgin, 111.; Trenton, N.J.; Washington D.C. ; Bridgeport,
Conn.; Newton, Mass.; and Rochester (Kanner , 1964).
In 1891, Dr. Walter Fernald started an outpatient clinic in
Waverly
,
Massachusetts, to preform diagnosis and preliminary screen-
ing of applicants scheduled to be institutionalized. This novel
development started state supported community care for the mentally
retarded. Although the scope of this endeavor was very
limited,
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the seed was planted which would eventually lead to the alternatives
other than custodial care for the retarded. This apparent shift in
perspective was not so much a rejection of the custodial philosophy,
as it was a recognition of the idea that large numbers of school
aged children could be managed within the community. Ultimately,
this recognition was translated into public school facilities for
the mentally subnormal.
During the early 1920's, institution directors seemed to
develop an attitude that some mentally retarded individuals had the
potential to lead stable and productive adult lives outside of
custodial care. This idea manifested itself with the initiation of
the parole and colony plans. These plans represented efforts to
release higher-functioning residents from the institution on a part-
time basis, in return for their manpower and productivity within
the community. The director of Rome State Colony, Charles Bernstein,
said in 1921:
There are at least two very good arguments
in support of colony care for those who are
subject to or in need of assistance during
the period of their incapacity or enforced
limited freedom and action, namely: first,
the great need for making the limited funds
available reach the largest number possible;
second, rendering the enforced restriction
of freedom and economic and social limita-
tions as humane and as little humiliating
as possible .. .Rather than handing out alms we
are supervising self-earned support and
instructing our patients not only in hygiene
and animal inhibition but also in habits of
industry, and thrift and honorable self-
support, the sheet anchors of prophylaxis
(Adams, 1971).
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The colony and parole systems were the prototypes of todays
community residences. This approach, which gained wide popularity
in the late 1920's and early 1930's, fell victim to the political
and economic situations of the times. During this period of time
this country was in the throes of economic depression while attempt-
ing to rebound after World War I. The priorities of the nation were
the concern with jobs and food for the majority of citizens and less
with the well-being of the mentally retarded. It is interesting to
note, however, that many state and national plans for services in
mental retardation were presently climbing on the band wagon in
support of the novel and revolutionary idea of community based
treatment
.
An offspring of the colony plan was the development of family
care services which reached its peak in the mid 1930's. This idea
caught on quite rapidly in most of the states and the literature of
the thirties and forties is full of reports on its different manifesta-
tions, characteristics and problems (Adams, 1971).
Traced from its beginnings in the early 1850' s, a pattern of
genuine concern for the care of the mentally retarded can be observed.
With the exception of the custodial phase from between 1890 and 1920,
most of the components of a comprehensive service system had been,
at one time or another, attempted by professionals in the field.
Unfortunately, there was an obvious lack in the dissemination
of
knowledge and practice which prevented the establishment
of a
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nationally coordinated plan for the treatment of the mentally
retarded. The original ideas of the institutions, to train the
retarded for a period of time and then return them to the community,
gave impetus and direction to the notions of parole, colony and
family care.
In retrospect, one must ask what forces intruded into the
picture in the succeeding decades to slow down this progressive
trend so that the United States, which had started on an equal foot-
ing with Europe in 1848, was by 1960, at a standstill and noticeably
behind most of the leading countries of northern Europe in its ideas
and programs (Adams, 1971). Despite the committed efforts of pro-
fessionals, society had generally lost interest in bettering the
lives of the retarded. In order to understand this apparent change
of policy, it is necessary to once again examine the social and
political events which were occurring at the time. The devastating
results of the great depression had thrown the economy into a tail-
spin. The majority of the work-force were unemployed and utterly
dependent on what little government subsidy was available. In the
midst of incredibly high unemployment, with fierce competition for
whatever jobs turned up, it is easy to understand how mentally
retarded persons were neglected, let alone considered for employment.
During these difficult times, the population of institutions
experienced a sudden and dramatic increase. As a result of over-
crowding and limited financing, the quality of care was
significantly
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reduced. Institutions became vast holding places for large numbers
of retarded persons. Educational and therapeutic programs became
expendable as the custodial management of masses of people assumed
greater importance. Although the Second World War stimulated the
economy, the nation was preoccupied with winning the war, and not
addressing itself to the problems of retarded people living in
overpopulated institutions.
With the successful prosecution of the war and return to a
growing and prosperous economy, the plight of the retarded took a
turn for the better. By 1950, a parents organization, the National
Association for Retarded Children, had begun to make its voice heard
around the country. Since its inception, this organization has
exerted enormous pressure on all levels of government, on the behalf
of the mentally retarded. During the 1950's they began to attack
existing attitudes regarding institutionalization. They lobbied the
position that wholesale, indiscriminate institutional placement was
inappropriate and psychologically open to question. On the national
level, they were demanding more services, to include; training
centers, residential centers, preschool programs, legislation pro-
tecting the rights of the retarded and guaranteed funding for
nationwide services.
After years of conscientious effort, the association was largely
responsible for the ratification of the Maternal and Child Health
and Mental Retardation Planning Amendments Act of 1963 (PL 88-156).
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The objective of this legislation was to assist states in prevent-
ing and combatting mental retardation through expansion and improve-
ment of the maternal and child health and crippled children’s
programs, through provision of prenatal, maternity and infant care
for individuals with conditions associated with childbearing which
may lead to mental retardation (Adams, 1971).
In 1962, the President’s Panel on Mental Retardation published
"A Proposed Program for National Action to Combat Mental Retarda-
tion". The essential recommendations of the report were:
1. Research in the causes of retardation and in
methods of care, rehabilitation and learning.
2. Preventive health measures, including
(a) a greatly strengthened program of
maternal and infant care directed first at
the centers of population where prematurity
and the rate of "damaged" children are high;
(b) protection against such known hazards
to pregnancy as radiation and harmful drugs;
and (c) extended diagnostic and screening
services
.
3. Strengthened educational programs generally
and extended and enriched programs of
special education in public and private
schools closely coordinated with vocational
guidance, vocational rehabilitation, and
specific training and preparation for
employment; education for the adult mentally
retarded, and workshops geared to their needs.
4. More comprehensive and improved clinical
and social services.
5. Improved methods and facilities for care,
with emphasis on the development of a wide
range of local community facilities.
6. A new legal, as well as social, concept of
the retarded, including protection of their
civil rights; life guardianship provisions
when needed; an enlightened attitude on the
part of the law and the courts; and
clarification of the theory of responsibility
in criminal acts.
7 . Helping overcome the serious problems of
manpower as they affect the entire field
of science and every type of service
through extended programs of recruiting
with fellowships; and increased opportu-
nities for graduate students, and those
preparing for the professions to observe
and learn at first hand about the
phenomenon of retardation. Because
there will never be a fully adequate
supply of personnel in this field and
for other cogent reasons, the panel has
emphasized the need for more volunteers
in health, recreation, and welfare
activities, and for a domestic Peace
Corps to stimulate voluntary service.
8. Programs of education and information
to increase public awareness of the
problem of mental retardation.
In addition to a strong emphasis on research
and prevention, the report recommends:
1. That programs for the retarded, including
modern day care, recreation, residential
services, and ample educational and
vocational opportunities, be comprehensive.
2. That they operate in or close to the
communities where the retarded live; that
is, that they be community centered.
3. That services be so organized as to provide
a central or fixed point for the guidance,
assistance, and protection of retarded
persons if and when needed, and to assure
a sufficient array or continuum of services
to meet different types of need.
4. That private agencies as well as public
agencies at the local, state and federal
levels continue to provide resources and
to increase them for this worthy purpose.
While the federal government can assist,
the principal responsibility for financing
and improving services for the mentally
retarded must continue to be borne by
states and local communities (Mayo, 1962).
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During the past fifteen years the United States has renewed
and strengthened its concern for the mentally retarded. With an
impressive list of recent federal laws, we have acknowledged that
the mentally retarded should be the responsibility of the total
society and should be provided for by a responsive government.
Although considerable progress has been made during the past decade,
it will still be necessary to translate into reality the ideas and
provisions outlined by the president's panel.
Throughout the review of the trends in services for the
mentally retarded, both favorable and deplorable conditions can be
observed, depending on the period of time and social/political
circumstances. During the present era of combating mental retarda-
tion, these two extremes still exist. There are many enlightened
and progressive programs now operational, and at the same time,
numerous persons, who are quite capable of living productive and
self-sufficient lives within the community, remain the victims of
the institutional system.
Knowing where we have been regarding services for the retarded,
one may now rightfully ask, "where are we going ? In Executive
Order #11776, signed by the President on March 28, 1974, are three
major goals (Kauffman and Payne).
1. Reduce the occurance of mental retardation by one-half
before the end of the century.
2. Return to the community one-third of the persons
presently
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in public institutions.
3. Assure retarded individuals full status as citizens under
law.
As indicated in the second major goal of this Executive Order, is
the mandate to reduce the population of institutions for the mentally
retarded by one-third. There is a natural trend today which seeks
to implement this critical goal of returning residents to the
community. It is appropriate at this juncture to examine in more
detail the characteristics of institutions and their effect on
mentally retarded persons.
Institutions for the Mentally Retarded
Institutions are defined as places of residence and work where
a large number of like-situated individuals, cut off from the wider
society for an appreciable period of time, together lead an enclosed,
formally administered round of life (Goffman, 1961). As noted
earlier, the construction of institutions for the mentally retarded
began during the middle of the nineteenth century. Today, every
state in the country has at least one large residential institution
for the mentally retarded. In 1970 there were 190 state residential
institutions for retarded persons in the United States (Office of
Mental Retardation Coordination, H.E.W., 1972). Alarmingly, in
light of the current trend in communitization, over 50 institutions
for the retarded have been built in the 5 year period of 1965
- 1970
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According to Scheerenberger (1965), some 100 institutions were
constructed since World War II, but the past three decades have
seen the most rapid pace of institution building. Baroff (1974)
suggests that the recent surge is undoubtedly the consequence of
major federal legislation enacted during the early 1960's.
Although the rate of construction of new institutions has
increased in the recent past, there has been a considerable decrease
in their size. Prior to 1960 the median-sized institution housed
more than one thousand (1,160) persons, and institutions ranged in
capacity from 24 to 4,273 (Baroff, 1974). Institutions built during
the 1960 - 1965 period typically serve about half that number (range
40 - 1,738), median 506 (Scheerenberger, 1965). In 1970, institu-
tions for the mentally retarded housed nearly 187,000 residents;
the peak population was 193,000 in 1967 and there is some suggestion
of a beginning decline due to increased release rates (Office of
Mental Retardation Coordination, H.E.W., 1972). According to Segal
(1971), the primary beneficiaries of increased discharge rates have
been the mildly retarded persons.
The institutional population of the mentally retarded has been
changing in the direction of an increasing proportion of more
severly impaired persons (Sabaugli and Windle, 1960). Scheerenberger
(1965) provides a breakdown of the institutional population in the
mid-1960 r s by degree of retardation, (Table 2). The implication to
be interpreted from this data is that despite the emphasis to de-
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TABLE 2
1964 INSTITUTIONAL POPULATION
OF RETARDATION
BY DEGREE
Level of
Retardation
I.Q.
Range
Number Percent
Borderline 68 - 83 9,625 5
Mild 51 - 67 25,024 13
Moderate 36 - 50 42,348 22
Severe 20 - 35 63,523 33
Profound 0-19 51,973 27
Total 192,493 100
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populate the institutions, this process will likely be very gradual,
in light of the general lack of alternative facilities in the
community for the severly and profoundly retarded.
The handling of many human needs by the bureaucratic organiza-
tion of whole blocks of people - whether or not this is a necessary
or effective means of social organization in the circumstances - is
the key fact of total institutions (Goffman, 1961). The group
approach to the needs of individual mentally retarded persons has
contributed to the impersonal and dehumanizing aspects of institu-
tions. Traditionally, administrators of institutions have claimed
that large numbers of residents preclude the individualization of
programs
.
The popular debate between de-institutionalization and communi-
tization is predicated upon the concern that institutionalization
may have detrimental effects on the personal growth and development
of mentally retarded persons. Blatt and Kaplan (1966) have
documented in a photographic essay, a powerful plea for the human
rights of institutionalized persons. Wolfensberger (1969) and
Braginsky and Braginsky (1971) have stated that institutions are
large scale facilities for the collection of individuals who are
unneeded and discarded by our society. Wolfensberger has further
predicted that institutions for the retarded, as we know them today,
will disappear and be replaced by a new residential service model.
He defines the mental retardation institution as:
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A deindividualizing residence in which
retarded persons are congregated in numbers
distinctly larger than might be found in a
large family; in which they are highly
regimented; in which the physical or social
environment aims at a low common denominator;
and in which all or most of the transactions
of daily life are carried out under one roof,
on one campus, or in a largely segregated
fashion (Wolfensberger
,
1971).
Balia, Butterfield and Zigler (1973) have investigated, from a
pragmatic point of view, the notion that all present forms of
institutionalization for mentally retarded persons are deperson-
alizing and dehumanizing. In reporting their findings, the follow-
ing point is made.
What has perhaps been underemphasized is
that institutionalization may have some
beneficial effeet s .... Furthermore
,
the
condition of institutionalization. . .does
not constitute a homogeneous psychological
variable, but at best refers to the
demographic status of a child. More
caution is in order before one can speak
of the effects of institutionalization.
Until workers discover the particular
social-psychological phenomena which
determine the behavior and characteristics
of the residents. . .it is difficult to
assert that institutionalization will
have some common effect regardless of the
particular institution in which the
retarded child finds himself.
Klaber (1969) attempted a comparative study of six state institu-
tional programs for the mentally retarded in an effort to demonstrate
that institutions differ in terms of their effects on comparable
populations. He noted the following observation.
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The more detailed our descriptions became,
the more different the facilities appeared.
The closer we observed the ward routine,
the greater the individual quality of the
ward experience became evident. The more
involved we became in the institutional
management
,
the more untenable became the
assumed generality of the institutional
experience
.
Although Butterfield (1967) clearly demonstrated the superiority of
home rearing over that of the institution, the argument still rages
over the advantages versus the disadvantages of institutionalization
for the mentally retarded.
Depending on the desired outcome, researchers can cite results
of studies which either support or refute their position on this
issue. This ongoing controversy is heavily ladden with emotionalism
and generally lacking in empirical evidence. There can be no doubt
that the needs of the individual retarded person are often sacri-
ficed for the greatest good for the greatest number, however, to
condemn all institutions for the retarded as "human warehouses for
society’s rejects", is a premature judgement. Certainly, pro-
fessionals must advance the cause of guaranteeing the human rights
and civil liberties of the institutionalized retarded as well as
work vigorously towards humanizing the institutional environment.
There is a controversy existing between the forces which advocate
eliminating large institutions altogether and those who profess the
advantages of maintaining institutionalized care for mentally
Whatever the concerns regarding the quality ofretarded persons.
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institutions, and there are many, and the desirability of their
ultimate abandonment, the fact remains that, in the foreseeable
future, institutions are a primary source of treatment for
individuals labeled mentally retarded.
Mental retardation professionals, as well as parent groups,
should labor diligently to improve conditions within institutions,
but they must also be cautious in advocating the demise of a treat-
ment plan which may be appropriate for certain members of the
mentally retarded population. For example, if a mentally retarded
adult desires to live and work within a small compassionately
oriented institution, away from the complexity and demands of
society, this alternative should be provided. It seems presumptuous
to say, "you must live in the community and work at the sheltered
workshop and be normal like everyone else” . Our energies would be
much better spent attempting to correct the abuses of the past,
than demanding to tear down the walls and start all over again.
During the previous review of services for the mentally
retarded, an interesting observation has emerged. There appears to
be a cyclical pattern established in the care and treatment of
mentally retarded persons in the United States. Depending upon
prevailing political and economic conditions, society has alternated
its treatment of the mentally retarded between humane understanding
and calculated neglect. Seemingly, when society is thriving and
prosperous, the needs of the mentally retarded are given serious
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3.nd compassionate attention. When the well-being of the majority
of the population is threatened however, as during the depression,
there occurred a rather drastic shift in national policy regarding
the mentally retarded. Suddenly society became preoccupied with
basic survival, which contributed to the steady rise in the popula-
tions of state operated institutions for the mentally retarded. At
the present time society is involved in returning to the quality of
services which existed in this country during the mid-eighteenth
century, i.e., small, educationally and vocationally oriented
programs designed to return the mentally retarded to the community.
The notion of a cyclical pattern in the treatment of the mentally
retarded presents many serious and unanswered questions for planners
and decision makers in the field of retardation.
Institutions for the mentally retarded need to be studied,
evaluated, and changed dramatically; however they have their legit-
imate place in society. As they become smaller in size and popula-
tion, institutions can rightfully, once again, begin to meet the
needs of individual mentally retarded persons. The critical issue
is "who defines the needs of the mentally retarded ? With all of
the uncertainties associated with the current community residence
phenomenon, it is essential that workers in the field do not burn
their institutional bridges behind them.
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The Community Residence Concept
Recent trends in the placement and care of individuals labeled
mentally retarded have focused on the increased use of community
care facilities as alternatives to traditional institutionalization.
Under the rubric of community care facilities are found several
kinds of community residential programs, namely, group homes, half-
way houses, hostels, and community residences. As noted earlier, a
community residence is a group home that typically serves former
residents of an institution. The primary function of the community
residence is to provide a homelike living environment for between
eight and twelve previously institutionalized mentally retarded
individuals. The community residence is usually seen as a transi-
tional living arrangement, where the resident is expected to move
to a more independent living situation, upon the satisfactory
acquisition of appropriate self-management skills. Typically, the
residents of these facilities are employed at some level; either
competitively within the community or in some type of sheltered
vocational employment situation. In the case of community residences
for mentally retarded children, school programs take the place of
work oriented activities. Severely and profoundly retarded children
and adults who live in community residences usually participate in
developmental day care programs where they receive specialized treat-
ment for their specific problems.
Central to this current trend is the assumption that community
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care facilities provide a relatively more normal environment, and
that this environment is more conducive to personal growth and
development than that available within the institutional setting.
Roos (1976) has written on the detrimental effects of institution-
alization and suggests that retarded persons be viewed develop-
mentally
,
capable of growth and learning, regardless of level of
retardation or age. He further advocates that retarded persons
live like nonretarded persons to the greatest degree possible,
de Cspikes and Rowe (1976) investigated the influence of type of
residence, institution or community, on the direction and/or realism
of vocational interest. Their statistical analysis indicated that
the community-based group scored consistently higher (p .05) on both
the mechanical and scientific interest scales. The results of this
study seem to suggest that the influence of institutional settings
on the development of vocational interest for the mentally retarded
is in a narrowed and unrealistic direction. Mundy (1957) reported
changes in IQ scores when girls, certified as feebleminded, were
placed in a noninstitutional setting and concluded that intellectual
function is influenced by general environmental opportunities.
Tizard (1960) observed marked improvements in verbal behavior and
social behavior when a group of children were transferred from an
institutional setting to a nursery school setting.
The- implications of these studies suggest the need for compre-
hensive evaluation of community and institutional settings, from an
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environmental perspective, in order to gain a clear view of the
adjustment of mentally retarded persons to placement in a community
residence. According to Butterfield (1967), a systematic descrip-
tion of the environment is, by nature, a difficult and complex
process, but without this information, knowledge of the process of
community adjustment will be, at best, only partial and incomplete.
Bjaanes and Butler (1974) investigated the environmental effects on
the development of mentally retarded persons placed in alternative
community placement facilities. They concluded that there are
substantial differences in the behavioral component of the environ-
ment of community care facilities and that exposure to the community
is an important factor in normalization.
During the last two decades the development of the community
residence concept has drawn heavily from the principle of normal-
ization. As noted earlier, this concept is not a novel development
in the history of services for the mentally retarded, rather its
current popularity can be viewed as the resurrection of a very basic
and simple idea. The underlying premise associated with normal-
ization is that mentally retarded persons have the human right to
live in society like other citizens.
In 1959, Bank Mikkelsen, head of the Danish Mental Retardation
Service, persuaded the legislative body to include the normalization
principle in the law regarding services for individuals labeled
mentally retarded. Mikkelsen (1969) stresses the importance of
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integrating the mentally retarded into the community, guided by the
concept of normalization. He further states that this development
in Denmark resulted from the recognition of the basic rights of the
retarded and the persistance of parent organizations. Nirje (1969)
elaborated on normalization and generated the following definition.
Normalization refers to a cluster of
ideas, methods, and experiences expressed
in practical work for the mentally retarded
as adopted in the Scandanavian countries.
Normalization means making available to
the mentally retarded, patterns and
conditions of everyday life which are
as close as possible to the norms and
patterns of the mainstream of society.
This principle is not meant to apply
only to a subgroup of the mentally
retarded population but, rather, to all
of these persons including severely and
profoundly retarded individuals and
those who are multi-handicapped.
Wolfensberger (1972) has further elaborated on this principle in an
effort to introduce scientific measurability of the concept. He
states that normalization is the utilization of means which are as
culturally normative as possible, in order to establish and/or
maintain personal behaviors and characteristics which are as cultur-
ally normative as possible. Normalization principles require that
individualization, growth challenges, respect for rights, etc., must
be recognized in and supported by a delicate interplay between
programs and physical environments. Lindsley (1964) states that
our society is willing to spend money on the design of environments
that maintain life, but not on those that maintain dignified
behavior
.
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This writer assumes that even if mentally retarded persons may
be considered deviant by the majority of society, they are still
human beings and not objects to be manipulated by the whims of
valued members of society. The environment of mentally retarded
persons is of critical importance as it is with non-mentally
retarded persons. In the past, residential facilities have been
designed primarily to house large numbers of mentally retarded
persons with little regard for their human rights. As human beings,
mentally retarded persons are considered deserving of appropriate
growth challenges, pleasant living conditions and ample vocational
opportunities. In designing residential environments for mentally
retarded persons, we must ask ourselves if we would be willing to
live in these dwellings ourselves. The "golden rule" of doing unto
others as we would have them do unto us seems to be a useful guide
when planning facilities and services for mentally retarded persons.
Mentally retarded persons have the human and legal right to partici-
pate, whenever possible, in their own destiny and lifestyle.
Although the normalization principle is in need of refinement
and continual re-examination, it has served a very valuable purpose
in focusing the attention of professionals on the status of existing
programs for the mentally retarded. The community residence concept
offers many advantages over large institutionalized facilities foi
mentally retarded persons. As institutions attempt to decrease
their size and offer more personalized care, community residences
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will undoubtedly become an accepted placement alternative. The
essential advantage of community placement for mentally retarded
citizens lies in the fact that living within an integrated community
offers a more normalizing atmosphere where formerly institution-
alized persons can experience the day to day rhythm of life,
complete with the right to make mistakes and the opportunity to
grow and progress.
Wolfensberger (1972) states that one reason why change has been
so slow in many of our human services, and why service quality has
often been low, is that in the past, we have neither been committed
to an ideology of accountability in human services, nor have we had
many accounting tools available to us. In an effort to address this
obvious gap in human services and implement the principle of normal-
ization, Wolfensberger has developed an accounting tool called the
Program Analysis of Service Systems (PASS). PASS is administered
to a service project, such as an institution or community residence,
in much the same way as psychometric tests are given to individuals,
(Table 3). The purpose of PASS is to objectively evaluate the
quality of human services programs. With the introduction of evalu-
ation techniques such as PASS , mental retardation workers can begin
the process of documenting the quality of services and programs.
Throughout the recent community residence phenomenon, consid-
erable emphasis has been placed on making the community facilities
as "home-like” as possible. This is evidenced by the title of
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TABLE 3
PROGRAM ANALYSIS OF SERVICE SYSTEMS — PASS
PASS
Ideology
Normalization-related
Integration
Physical integration
Proximity
Access
Physical context
Size or dispersal
Social integration
Socially integrative interpretations
Program and facility labels
Building perception
Socially integrative program structures
Deviant staff contact
Other deviant contact
Socially integrative social opportunities
Appropriate interpretations and structures
Age-appropriate interpretations and structures
Facilities, environmental design and
appointments
Possessions
Labels and forms of address
Activities, routines, and rhythms
Autonomy and rights
Sex behavior
Personal appearance
Culture-appropriate interpretations and structures
Labels and forms of address
Personal appearance
Specialization
TABLE 3 — Continued
Developmental growth orientation
Physical overprotection
Social overprotection
Intensity of relevant programming
Quality of setting
Physical comfort
Environmental beauty
Individualization
Interactions
Administration-related
Comprehensiveness
Utilization of generic services
Consumer and public participation
Innovativeness
Various
Ties to Academia
Research climate
Regional priorities
Deinstitutionalization
Age group priorities
Administration
Manpower considerations
Staff development
Manpower development
Operational effectiveness
Internal administration
Administrative control and structure
Planning process
Program evaluation and change
Finance
Budget realism
Budget economy
TABLE 3 Continued
FUNDET
Continuation of funding
Hardship factors
Financial need
Socio-ecologic hardship
Geo-demographic hardship
Newness
Funder priorities
Client appropriateness
Program appropriateness
Consistency with Funder policies and standards
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' Connor ' s book in 1976, "Home is a Good Place”. In marked contrast
to the institutional model, community residences have been developed
to counter the major limitations of such large institutions. Small-
ness replaces largeness, central locations replace isolation and
individualization replaces mass control. It has been demonstrated
that the behavior of state school residents has been heavily
influenced by the social organization of the large and isolated
custodial institution (Cleland, 1970; Edgerton, 1967). Community
residences, on the other hand, attempt not to view mentally retarded
persons as "serviceable objects”, but rather as people with needs
similar to those of other members of society.
The community residence movement embraces the concepts of
normalization and the creation of homelike environments. The living
situation is often in a large home for a group of between eight and
twelve mentally retarded persons and two live-in house managers.
This group is considered to represent the family group who live and
work together and thereby share a sense of collective responsibility.
According to O'Connor (1976), various forms of community
residences for individuals labeled mentally retarded have been
established in 46 of the 50 states. This current trend however, has
gained considerable momentum during the past two decades. O'Conner
and Sitkei (1973) discovered fewer than 20 community residence
programs which had existed prior to 1950. In her recent national
survey of services for the retarded, O'Connor (1976) states that
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75 percent of community residence programs have been developed
within the last five years. The newness and rapidity of growth of
community residences for the mentally retarded has contributed the
apparent lack of research studies on the various components of group
home living. In a descriptive study, Gia (1971) determined the
average size of community residences in California to be 9.1 persons,
and the average length of stay was twenty-two months. Hogan (1977),
provided a comprehensive review of the available literature on
community residences and concluded that the area has been scarcely
investigated.
The recent movement toward societal integration of mentally
retarded persons stems from the belief that institutions are dehuman-
izing and that community living offers a chance for a more normalized
existence. This belief, however, must be viewed with respect to how
the community, into which mentally retarded persons are placed,
responds to the deinstitutionalization movement. According to
Gottlieb (1975), if retarded persons are not accepted by the
community, public and political pressure will force their retreat
back to institutional living and that the institutional concept will
consequently become more firmly entrenched than it ever was in the
past. Results of this study suggest that attitudes of these groups
must be addressed if retarded persons are to be successfully
integrated into society.
Difficulties encountered in the movement to depopulate large
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institutions have recently become the focus of concern for many
mental retardation workers as well as the general population. In
the April 24, 1974, edition of the New York Times, New York States’
Department of Mental Hygiene reported a major change in its policy
by telling its hospitals that we should not take the initiative in
discharging the patient to the community”. The article goes on to
say that there are signs all over the state of increased resistance
on the part of localities towards receiving previously institution-
alized persons back into the community". These legitimate concerns
of the communities, reflect a growing awareness that often de-
institutionalized persons are released to situations where they
receive little or no rehabilitation, and are thrown into a
"revolving door" dilemma.
A candid evaluation of the community residence movement indi-
cates that there is often very little planning for facilities and
care for discharged individuals. There can be little doubt that
administrators and politicians have often been overanxious in
releasing individuals from institutions when alternative care
facilities did not exist. In a nationally syndicated column on
February 18, 1978, Jack Anderson made the following observations.
Over the last few years, many state
governments have been quietly emptying
their institutions. In a slow but steady
exodus, thousands of former patients have
been turned out in the cold and now live
in garages, condemned buildings, slop
houses and even chicken coops. The whole-
sale purge of institutions has created
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psychiatric ghettos" in many major cities.
Some 15,000 mental patients from Illinois
hospitals, for example, live in an area
called Uptown, in Chicago.
It appears that such a major shift in social policy regarding
the treatment of mentally retarded persons would be predicated on
extensive study and evaluation. Certainly, legislation providing
the necessary funding and administrative responsibilities, would be
clearly defined prior to the release of one person from the institu-
tion. Unfortunately, this does not seem to be the case. More often
than not, mentally retarded persons are discharged from institutions
to under funded and under staffed community facilities.
Although the idea of communitization offers potential benefits
for the mentally retarded, the experience of the past ten years
indicates that the process has not been planned adequately to effect
a smooth transition from institution to community. The implications
of the situation suggest that professionals lessen the pace of de-
institutionalization and prepare a solid footing in the community
prior to implementation. It also flashes a warning light to those
who would eliminate institutions altogether. It seems appropriate
at this point in time to proceed with deinstitutionalization in a
cautious fashion.
Until very recently the generally accepted treatment for
mentally retarded persons was institutionalization. It is apparent
from previous discussion, that total institutions, as they presently
exist, are basically wrong. Closed institutions typically violate
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the civil liberties of the mentally retarded. In spite of the heavy
criticism institutions for the retarded have recently received,
there is hope of reforming them from within. Likewise, community
residence programs have experienced significant difficulties. The
answer to these problems is not to abandon either concept, but
rather to address ourselves to the needs of mentally retarded
persons. Every effort must be made to guarantee the human rights
of mentally retarded persons. Programs to help the retarded help
themselves must be predicated on the belief that mentally retarded
persons should be treated with the respect and dignity of any other
citizen of this planet. There are major problems with institutions
and community residences and we must now attempt to investigate
possible solutions. It is absolutely critical that society examine
its conception of what mental retardation is and design programs
that meet the needs of the retarded rather than the other way around.
The Needs of Mentally Retarded Persons
In a review of the literature dealing with the needs of mentally
retarded persons, one common theme develops. Decisions regarding
the needs of mentally retarded persons are typically made by individ-
uals who are not mentally retarded. Traditionally, most professionals
(doctors, social workers, legislators) have assumed the responsibility
of determining what the needs of mentally retarded persons are. In
the past, the civil rights of many retarded citizens have been
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flagrantly abused in the form of custodial care, which was ostensibly
a social policy designed to meet tneir needs. The history of trends
in services for the mentally retarded abound with programs and
policies that are conceived and implemented on the basis of some
concerned professional subjective opinion regarding how best to meet
the needs of the retarded population.
Without doubt, a well-rounded program for the mentally retarded
requires a broad network of services and facilities because it must
provide for the mildly as well as for the severely and profoundly
retarded, and for numerous different age groups over the total span
of life. The question arises however, as to what input the retarded
person has in determining her/his own needs and in designing programs
to meet these personally identified needs.
The National Association for Retarded Citizens has addressed
itself to this question in the 1976 policy statement on residential
services.
Programs for retarded persons must give
attention to the individual’s personal
goals. Most retarded men and women are
capable of setting personal goals and
communicating their desires and
aspirations. Even non-verbal retarded
children and profoundly retarded adults
can often participate in decision making
and goal setting if given a legitimate
opportunity. Specific program objectives
must be tailored to meet the needs of
each individual, and will vary for
different degrees of impairment
(NARC, 1976).
The emphasis of the National Association for Retarded Citizens
is to
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guarantee the same constitutional rights for retarded persons as
other citizens enjoy, including the pursuit of life, liberty and
property, with due process of law.
The early treatment of mentally retarded persons was limited
to caring for their basic daily needs rather than educational and
rehabilitation. With the work of Seguin in the nineteenth century,
the notion that mental retardation can be cured, i.e. gain normal
intellectual functioning, was achieving popularity. Seguin believed
that retardation was the result of a weakened nervous system which
could be strengthened through proper training (Baumeister, 1970).
Love (1973) articulated Seguin' s method as follows:
He emphasized the whole child, the need
for individualized instruction, the
importance of a good relationship between
teacher and child, and the physical comfort
of the child. He stressed the importance
of muscular activities and gymnastics in
the open air, but only activities which
satisfied the child's needs and desires.
All the senses were to receive training
in a formal way. Seguin considered touch,
hearing and sight to be the most important
senses to receive training.
Around the turn of the century the overly optimistic views of
Seguin began to be replaced by the pragmatic viewpoint of what was
best for society. At this point, the needs of the mentally retarded
were determined to be best met in an institutional environment.
Within fifty years, there was a dramatic change in attitude
toward the mentally retarded. Love (1973) describes this
reversal
as follows:
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The first founders and supporters of
institutions were motivated by the desire
to serve the needs of the individual
retarded child. As reports circulated
that mental retardation was an inherited
defect and a growing threat to the future
of the entire human race, the public and
professional emphasis shifted from the
needs of the retarded towards the needs
of the community, which was to be
protected from the harm done by their
presence in the society.
Up until the past twenty years or so the accepted way of meeting
the needs of the retarded was through institutionalization. It can
be seen that throughout the history of services for the retarded
little emphasis was placed on identifying their individual needs.
This can be explained in part by the low socio/economic status of
mentally retarded citizens. Lacking in position, finances, and
ability to articulate their needs and desires, the mentally retarded
were, and to a certain extent continue to be, an oppressed minority.
Fortunately, during the past two decades, attempts to meet the
needs of mentally retarded persons have taken on a rehabilitative
and educational framework. Home and school programs, as well as
institutional programs, generally attempt to deal with the following
areas of concern: basic academic skills, self-image, interpersonal
relations, self-care skills, vocational training and work skills,
leisure-time, decision-making skills and social competency. The
extent to which these areas of rehabilitation are successful
varies
with each unique service program. There exists a tremendous
need for
research into the programmatic aspects of all residential
services
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for the mentally retarded.
The National Association for Retarded Citizens stresses that
all programs for retarded persons must meet the following criteria
(NARC, 1976):
1. Contribute to increasing the
complexity of the individual’s
behavior
.
2. Contribute to increasing the
individual’s ability to control
his or her environment.
3. Contribute to maximizing those
qualities which have been
designated as ''normal” or human.
It can be clearly seen that mentally retarded persons have the
legal as well as human right of self-determination. Society must
act in a facilitating way to assist the retarded toward reaching
their personally identified goals and aspirations. Certainly, in the
case of severely and profoundly retarded persons, professionals must
utilize more control and supervision. What is possible for some
mentally retarded persons is not possible for others. While I.Q. is
not the only determinant, the higher the intelligence score, the
better the possibility of successful integration into the community.
Regardless of I.Q. score or classification, every mentally retarded
person has the right to be educated and develop to the highest degree
possible. Mentally retarded persons must be included in the decision
making process and assume primary responsibility for the directions
of their lives whenever possible. The needs of the mentally retarded
are as varied as the needs of the rest of humanity and every effort
S
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must be made to respect their individuality and ability to govern
their own lives.
With the increasing availability of community residence programs,
mentally retarded individuals will have the opportunity to experience
their lives in a fashion similar to other members of society. With
appropriate safeguards and adequate planning and management, the
future of community residences for mentally retarded persons seems
optimistic. It remains absolutely critical however, to monitor and
thoroughly evaluate the process of deinstitutionalization. This
dissertation is an effort to provide useful data towards the goal of
operating successful and satisfying community residence experiences
for individuals labeled mentally retarded.
CHAPTER HI
THE DESIGN OF THE NEEDS ANALYSIS
Overview of the Chapter
This Chapter will introduce the concept of needs assessment
and its applicability to the area of community residences for
retarded adults. The Chapter will also present the methodology
used in this dissertation.
Introduction to Needs Assessment
In recent years, the concept of needs assessment has become
increasingly popular in educational and other human services
agencies. This current popularity is in part due to public concern
with the quality of services being delivered by many social service
oriented organizations. Concerned citizens are now requiring
legislators and administrators to be accountable by producing clearly
defined goals and objectives based on the needs of constituents and
communities. Mental retardation workers are also accountable to the
federal and state government in order to obtain financial assistance
for programs. Federal and state agencies are increasingly demanding
statements of goals and objectives based on the specific needs of
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identified target populations.
Accountability has demonstrated that, all too often, mental
health professionals have failed to meet the needs of clients within
the state and federal system (New York Times, February 18, 1978).
Mental health workers needed a tool that would enable them to know
what these needs were prior to attempting to meet them. Consequent-
ly, the formal assessment of needs is coming to be viewed as an
essential information input to educational management at all levels
from the classroom to national programs (Coffing and Hutchinson,
1974). Needs assessment can be viewed as a systematic method designed
to provide planners and decision makers with useful information about
the needs of the clients they serve.
The procedure used in this dissertation study is called the
Coffing/Hutchinson Needs Analysis Methodology. This methodology was
used because of the authors familiarity with the tool and after an
examination of existing needs assessment models as reviewed by Brush
(1975). The term methodology is defined as a systematized, standard-
ized, operational set of rules and procedures to accomplish a defin-
able purpose (Thomann, 1973). The Needs Analysis Methodology is a
methodology whose purpose is to provide needs data for decision-
making (Coffing and Hutchinson, 1973). The Needs Analysis Method-
ology is a highly operationalized and adaptable instrument which
can
be used in varied situations depending upon the requirements
of the
methodologist. The methodologist provides for the determining
of
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needs as well as measuring the extent to which these needs are being
met
.
There are ten major processes included in Needs Analysis Method-
ology. Each major process is operationalized further into components
called sub-steps. Implementation of the methodology is accomplished
by following the logical progression of steps and sub-steps. To
provide some background for the understanding of this dissertation,
the major processes of Needs Analysis Methodology are here presented
with a description of modifications necessitated by the nature of this
study.
First Three Major Processes; Preparation, Contract Negotiation,
Planning
The methodology is written to be used by a person who might
wish to become a Needs Analyst (NA) ; that is a person who would learn
and then apply the methodology in one or more settings in order to
provide needs data for decision-making (Coffing and Hutchinson, 1973).
The NA prepared for the implementation of the methodology by course
work and practical application and proceeded to Major Process II.
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In Lhe Contract Negotiation Process, the NA works with the chosen
client to determine if a contract for needs analysis services
can be
negotiated. For the purposes of this dissertation, the NA
and
Contract Decision-Maker (CDM) are the same person, the
author. Basic
decisions about the implementation of the methodology
were determined
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by the author. It was decided to undertake this study in Region I
oi the Massachusetts Department of Mental Health’s geographic areas.
It was further determined at this time to complete the collection of
data by June 1, 1978. On the basis of familiarity with community
residence programs in the other four regions of the state, the
author sees little reason to believe that the data collected would
vary significantly from region to region. The planning process was
initiated with the rudiments of the needs analysis project clearly
in focus. This process contributed to the planning and managing of
the remaining steps of the methodology. The NA secured the coopera-
tion of the Decision-Maker (DM) who, in this study, is the author.
This process was also used to manage the needs assessment project
according to time schedules and available resources.
Major Process IV; Determination of Who-What-Whom Concerns
In this process, two needs phrases in the form of "who needs
what as defined by whom" were developed. This study attempted to
determine the needs of adult mentally retarded persons living in
community residences as defined by two groups; professional staff
and mentally retarded adults. The phrases were determined on the
basis of the author's experience in the field of community residences
during the past eight years. They represent the authors
professional
judgement in regards to what would supply useful needs data for
decision making. The two phrases are as follows:
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1. Adult mentally retarded persons needs for services
provided by community residence programs according
to professional staff,
2. adult mentally retarded persons needs for services
provided by community residence programs according
to adult mentally retarded persons.
Major Process V; Defining
In this process, the NA asks the Definers to provide their
definitions of a given kind of need. This is done in order to
determine the components of the kind of need for the particular
needer
.
The first step in this process was to contact the Regional
Office of the Department of Mental Health (DMH) and obtain a list of
community residences in Region I which served adult mentally retarded
persons. Upon receiving this list, each community residence was
contacted by mail in an effort to gain their cooperation for the
dissertation, (Appendix A). At this juncture, the NA implemented
the defining process for the situation where the Definer is a group
of persons that number less than 101 and more than 10.
Two defining stimulus questions were developed according to steps
outlined in the defining process. The original stimulus questions
follow.
1. Staff Stimulus Question
Imagine that this community residence program is meeting all
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of the needs for services for the residents. As you observe
this situation in your mind, what are all the things you
see that indicate to you that resident needs for services
are being fully met?
2. Staff Stimulus Question
Imagine that this community residence program is meeting
all your needs for services. As you observe this situation
in your mind, what are all the things you see that indicate
to you that your needs for services are being fully met?
A field test of the resident stimulus question was performed.
The field test consisted of asking four mentally retarded adults to
respond to the stimulus question. It became readily apparent that
the field test respondents could not understand the question designed
as recommended in the methodology. As a result of this finding from
the field test, the original stimulus question was modified. The
modified procedure utilized consisted of the following steps:
1. The methodologist establishes a relationship with each
definer, by communicating in a friendly fashion, for
approximately ten minutes prior to asking any research
questions. It was helpful to greet each definer with a
handshake and ask her/him to show me around the residence.
During this time we would exchange information regarding
our backgrounds and interests.
The methodologist explains to the definer the nature of2 .
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the needs analysis. Definers were informed that I was
gathering information about the needs of residents of
community residences in order to help make the programs
more responsive to their individual needs.
3. The methodologist finds a quiet room in which to work with
the resident.
4. The methodologist gives the following instructions to the
definer
:
a. Tell me some of the things that you need to make
your life happier?
b. What things would you like to do in your lifetime?
c. Is there anything you would like to change about
your life or the place you live and work?
It was essential to speak very slowly and provide ample,
unpressured time for each resident to respond.
5. The information was recorded in writing by the NA.
These stimulus questions are open ended questions that provide
the definer with the limits within which he/she should respond. The
NA believed that these stimulus questions would obtain needs defini-
tion data that would be useful to decision makers in the field of
community residences for mentally retarded persons.
The NA proceeded to follow the next step in the defining process
and drew a judgement sample of ten persons from the total number of
definers. Considerable effort was made to draw ten persons who were
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most likely to give different responses from one another for both
the staff definers and resident definers. A description of the
resident defining group is presented in Table 4 below. A descrip-
tion of the staff defining group is presented in Table 5 below.
The NA interviewed each definer in both the staff and resident
sample groups. Professional full-time staff were given the stimulus
question and asked to respond within one week. Self addressed
stamped envelopes were provided for their convenience. All ten
responses were received or collected within the allocated time span.
Each resident in the sample was interviewed by the NA as prescribed
in the modified defining process and their responses were recorded.
The NA compiled all statements generated by the defining groups
into unitary response statements. The unitary response statements
are the defined components of a need with the elimination of exact
duplicates. The results of these steps produced a survey instrument
which contained a list of all the unique need statements as defined
by both of the defining groups. The purpose of the survey instrument
is to prioritize the needs statements. Table 6 presents the Staff
Survey Instrument and Table 7 presents the Resident Survey Instrument.
Two full-time professional staff members from each participating
community residence were asked to respond to the survey instrument.
The survey instrument along with an explanatory cover letter
(Appendix B), were mailed to each community residence. Table 8
indicates the response rate for full-time professional community
residence staff. Twenty-nine community residences were originally
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TABLE 4
RESIDENT DEFINERS
Definer Age Sex Years Institutionalized
1 40 male 33
2 19 female 11
3 25 male 3
4 62 male 20
5 56 female 39
6 38 male 27
7 26 male 21
8 32 female 0
9 24 female 6
10 21 male 14
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TABLE 4 — Continued
Definer Race Religion Employment Status
1 Caucasian Catholic Sheltered Workshop
2 Caucasian Catholic School
3 Black Protestant Competitive
4 Caucasian None Retired
5 Caucasian Catholic Sheltered Workshop
6 Caucasian Protestant Unemployed
7 Caucasian Protestant Sheltered Workshop
8 Caucasian Catholic Sheltered Workshop
9 Caucasian Catholic Sheltered Workshop
10 Caucasian Protestant Unemployed
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TABLE 5
STAFF DEFINERS
Definer Age Sex Marital Status
1 26 female married
2 28 male married
3 51 female married
4 49 male married
5 27 female single
6 33 male married
7 29 male married
8 30 female married
9 25 female married
10 25 male married
in<
1
2
3
4
5
6
7
8
9
10
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TABLE 5 — Continued
Educational Level Race Religion
B. A. Caucasian Protestant
M. A. Caucasian Jewish
H.S
.
Caucasian Protestant
H.S. Caucasian Protestant
B.S
.
Caucasian Catholic
M.S. Caucasian Catholic
B. A. Caucasian Jewish
B. A. Caucasian Jewish
B.S
.
Caucasian Protestant
B.S. Caucasian Catholic
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TABLE 6
STAFF SURVEY INSTRUMENT
Imagine in your mind that adults labeled mentally
retarded, living in a community residence, needs
for services are fully met. Read each item in
the list that follows. If the item is something
that adult mentally retarded persons need, place
a check mark in the space provided.
After completing the above, go back over the list
and circle the numbers of the five most important
needs
.
1. more counseling for staff on emotional problems
of residents
2. effective resource network to coordinate vocational/
academic and social activities
3. community education programs to teach the community
about the retarded and gain their support for
deinstitutionalization
4. an environment in which a resident could be
fulfilled
with respect to realistic (and self-determined, as
much as possible) goals and limitations
5
.
do banking
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6. assertiveness training
7. an effort should be made to avoid over programming
as the residents mandatory participation in too
many "helpful" services can easily impede optimum
enjoyment and/or performance in any one of them
8. residents would feel themselves to be in a learning
experience
9. the individual’s opinion on his/her services is
given utmost consideration
10. understand and demand their human and legal rights
11. vocational training geared to job availability
12. minimum of restrictions on behavior and choices of
residents, within limits set by consensus between
staff and residents
13. understand their personal needs and the realistic
means of meeting them
14. sex education to encourage mature discussion of
their sexuality; help them develop a comfortable
and satisfying integration of sexual behaviors
with the rest of their life, if this is something
they want
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15. more staff in order to provide the required
individual attention to each resident
16. house cleaning and laundry skills
17. independence in matters within his ability, and
willingness to seek assistance as needed for
matters beyond his scope
18. the sheltered workshop would only work in a
temporary capacity; the training would be adapted
to actual employment opportunities existing in
the given community
19. expressions of self-respect, happiness with self,
and contentment that his reasonable expectations
of life are being fulfilled
20. a self-advocacy group of residents
21. client’s spontaneous performance in responding to
a felt need
22. ability to make appropriate purchases
23. realistic payment during vocational training, so
that the government stop paying them to be
retarded (SSI)
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24. maintaining a mental health program that helps
residents deal with limitations and strengths in
social situations and interpersonal relations
25. individual skilled counselors available; not
housemanagers
26. assistance to deal with family interactions
27. staff would make considerable efforts to place
the residents in situations whereby there are
"more ’normal' people than 'retarded' people"
28. use public transportation independently
29. cooking skills
30. speech therapy if needed
31. knowledge of medical prevention (healthy habits,
safety)
32. clients respect clients
33. budget money skills
34. wages would be decent
35. community residence should be centrally located,
within walking distances to stores, restaurants,
schools, doctors, etc.
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_
36. resident's ability to interact freely and
acceptably with "normal" citizens in social
and vocational activities
37 . ability to ride a bicycle
_
38. pleasant home environment for staff as well
as residents
39. access to adult learning center
40. residence set apart from place of work
41. physical environment; many bedrooms, large spaces,
separated staff quarters, pleasant place to be
42. clients own initiative in setting directions for
himself
43. they should have job training out in the community
rather than a sheltered workshop
44. ability to create meaningful interpersonal
relationships
45. there would be more communication between program
and community in the hope that employers, neighbors,
etc. would see that retarded adults are also
responsible contributing members of the community
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46. residents are encouraged and helped to develop
skills which increase their independence
47. ability to understand basic personal hygiene needs,
i.e. doctor, dentist, barber, washing, shaving
48. meaningful employment
49. four staff members per home; always two on weekends
50. be assertive
51. staff should not always be scrounging for money
52. dial phone
53. regular counseling for residents with counselor
who is not a part of the regular staff
54. personal hygiene instruction
55. independence of clients
56. a social situation for meeting with people his/her
age group or near it , such as a dance or a lounge
,
coffee house
57. awareness of contemporary affairs that affect their
lives
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58. be able to seek medical attention when necessary
59. handle interpersonal conflicts without seeking
authoritarian intervention
60. no physical or social impairment to keep a
resident from functioning at an optimum level
61. basic understanding of nutrition
62. community liaison slot
63. tell time
64. staff members to respect clients
65. take personal responsibility for decisions,
actions, etc.
66. at least one to two staff/client ratio in residence
67. development of an attitude about money management
which teaches what or how many activities or
products can be purchased within ones means
68. know the location and function of local stores
69. ability to purchase own clothes (appropriate sizes
and coordination)
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_
70. respond appropriately in emergency situations,
i.e. fire, illness, etc.
_
71. as home like as possible (more important than
the regulations for safety)
_
72. memorize phone numbers and addresses
_
73. staff would not "burn out" so quickly
__
74. positive self-image
75. amicable relationships with neighborhood residents
76. normalization orientation; freedom to fail must exist
77. knowledge of the various entertainment options in
the community
78. job placement program
79. regular opportunity for the residents to reassess
their needs, re-set goals, request change in
placement, question house policies, etc.
80. opportunities for one to one time with staff for
community experiences
81. conscious rejection of the retarded label and of
behaviors and mannerisms which typically indicate
a history of institutionalization
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82 » residents have frequent, regular opportunities
to work on their feelings about the day to day
situations, their feelings about themselves,
and others, and their increasing independence
83. basic household fix-it abilities
84. goal of creating groups of clients that could,
with initial support, function as independent
business
85. take advantage of evening activities offered by
town’s public and private organizations
86. residents get the necessary amount of exercise
through active sports, walking or work
87. there would be a job placement person to assure
continuous movement from sheltered workshop to
competitive employment
88. develop at least one recreational sport for each
season
89. organization for lobbying for the rights of special
needs persons
90. help define job description of house managers
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91. ability to use the phone book
92. frequent drug re-evaluation for any individuals
who take medicine
93. sign name
94. extensive follow-up on job placements
95. possess "street sense" (sense of direction and safety)
96. each resident has an individually geared program,
with input from the resident, designed to fill
educational/vocational and social gaps
97. maximum participation of residents in day to day
activities of the house; meal planning, shopping,
recreation, setting house policies, etc.
98. ability to relate to others on a mutual basis
99. the work would be meaningful in that the worker
would see a product through from beginning to end;
and would also see its usefulness
100.
each individual would feel him or herself to be
moving towards goals as fast as it pleases them
as opposed to only when the services can be
hustled by an advocate
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TABLE 7
RESIDENT SURVEY INSTRUMENT
As I read the following list, please tell me if
the item mentioned is a need of individuals
living in community residences.
As I read the list again, please tell me if the
item is a very important need or not.
1.
be able to progress and be able to deal with the
rush, rush, rush of working
2. need help and training to get more advanced job
3. be able to deal with people without getting nervous
4. need to get involved in activities; go to shows
5. need to be able to ask for help when you need it
6. need to be able to be friends with others more
7. need to learn about cameras; want to have photography
as a hobby
8. need to have help with the opposite sex
9. help in understanding relationships
10.
need someone to explain a job to me; break it down
so I can learn quick
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11. job that is full-time that pays $3.00 per hour
12. help dealing with the boss
13. more on-the-job training
14. be able to go to Friendly’s and bowling whenever
I want to go
15. be able to prepare good meals
16. go running everyday
17. go to parties
18. would like to go out on dates with boys/girls
19. get SSI checks on time
20. be able to go out at night whenever I want to
21. would like to be able to visit friends in
Belchertown State School
22. pray to God that he will be with me always
23. help new people coming from Belchertown; take
them with me to help them
24. move out on my own in an apartment
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25. get married and have children
26. drive a car
27. get my own color T.V.
28. be a millionaire
29. learn to read
30. learn to bake bread
31. get drivers license
32. learn to play guitar and sing songs
33. need help in learning how to box and wrestle
34. be able to live with my family instead of here
35. would like to help other people feel better
36. need someone to talk with about my problems
37. need help doing art projects
38. houseitianagers need to teach and train all we
have to know about living in the community
39. important for residents to help each other
88
40. money skills are needed so everyone can take care
of themselves
41. have to know when we need clothes, shoes, hair cuts
42. need help getting jobs; more training
43. half-way houses should have both men and women
residents living there
44. it is important to have the feeling of being your
own boss
45. be able to go get a cup of coffee at 4:00 A.M.
if you want to
46. learn how to dress right
47. being able to make enough money to support yourself
48. more help in getting into the community faster and
better prepared
49. need more reading books
50. need to learn how to make new friends
51. need to learn a lot more jobs; especially harder ones
52. help in learning how to make decisions
need counseling to help me get what I want out
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TABLE 8
STAFF RESPONSE RATE ON SURVEY INSTRUMENT
Number of Community Residences Contacted 29
Number of Community Residences That Fit the Study 22
Number of Participating Community Residences 17
Number of Staff in Sample 34
Number of Staff Responses 27
% of Staff Response on Survey Instrument 79.3
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contacted and invited to participate in the study. Twenty-two of
the twenty—nine fit the nature of the study. Seven community
residences did not fit the study for the following reasons; three
were community residences for children, three were apartment style
living arrangements and one home had been discontinued. Five
community residences declined to participate in the study because
their director determined that staff had been recently overburdened
with research projects (Appendix C).
Thirty-four professional staff members were mailed the staff
survey instrument. Twenty-seven responses were received for a 79.3%
response rate.
The NA combined the responses of the sample resident defining
group into unitary response statements and produced the Resident
Survey Instrument. A field test of the Resident Survey Instrument
was undertaken prior to its general administration to the resident
population. Four mentally retarded adults participated in the field
test. Each individual was given the survey instrument and asked to
complete it on their own. They were asked to read each item on the
list and indicate whether the item was a need of people living in
community residences for the mentally retarded. A modification of
the survey instrument was necessitated after the field test revealed
that the directions were not understood by all four field test
respondents. The field test subsequently led to the reading of each
item on the survey instrument to the residents. Residents were then
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asked to determine if the item was a need someone in a community
residence has. A check mark was made if the item was thought to be
a need. The list was read again and each resident was asked to
indicate only the very important items on the list. A circle was
made to indicate the very important items. The restriction of
choosing the five most important items, as indicated on the Staff
Survey Instrument, was removed for this phase of the resident de-
fining process. Table 9 provides information on the resident
response rate to the Resident Survey Instrument. Thirty-four resi-
dents were interviewed on the Resident Survey Instrument for a 100%
response rate. A table of random numbers was consulted to select
the resident sample. Upon entering each community residence the NA
would obtain a list of the residents and then consult the random
table of numbers to determine the numbers of the two residents
selected.
An index of consistency was determined for the resident group
by multiplying the number of resident respondents (34) by the number
of items on the survey instrument (53) and dividing this number
(1,802) into the number of items circled and not checked (39). The
percent of inconsistency was determined to be 2%. Table 10 provides
data on the frequency of items circled and not checked on the
Resident Survey Instrument.
The priority order of both the resident and staff defining was
found. Staff responses were weighted with one (1) point given to
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TABLE 9
RESIDENT RESPONSE RATE TO THE
RESIDENT SURVEY INSTRUMENT
Number of Participating Community Residences 17
Number of Residents Responding to Survey 34
% Resident Response 100
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TABLE 10
FREQUENCY OF ITEMS CIRCLED AND NOT CHECKED
ON THE RESIDENT SURVEY INSTRUMENT
Item
Number
Frequency of
Circles with
No Checks
Item
Number
Frequency of
Circles with
No Checks
1. 3 19. 1
2. 20.
3. 4 21.
4. 22.
5. 23. 1
6. 24. 1
7. 25. 1
8. 2 26. 1
9. 3 27. 2
10. 1 28.
11. 1 29. 1
12. 1 30.
13. 2 31.
14. 32. 2
15. 1 33.
16. 1 34.
3
17. 35.
1
18. 1 36.
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TABLE 10 — Continued
Item
Number
Frequency of
Circles with
No Checks
Item
Number
Frequency of
Circles with
No Checks
37. 46.
38. 47.
39. 48. 1
40. 49.
41. 50.
42. 51.
43. 1 52. 1
44. 2 53.
45.
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each checked item and ten (10) points for each circled item. Resident
responses were weighted with one (1) point given to a checked response
and three (3) points given to a circled response.
Major Process VI; Definition Reporting
This process provided procedures whereby the NA evaluated the
prioritized definitions and prepared for the measuring process. At
this point in the study the NA was faced with measuring a single
prioritized need in depth or ascertaining general information on each
of the top five prioritized items. Since little research is available
on this topic, a judgement was made to obtain broad data on all five
prioritized needs from each defining group, instead of detailed data
on one specific need.
Major Process VII; Measuring
During this process the NA designed a technique to measure the
extent to which the identified prioritized needs of both staff and
residents were met. Questions were designed to provide information
on the extent to which needs were met or unmet. Depending on the
nature of the prioritized need, questions took the form of rating
scales or straight forward question/answer responses. Two profession-
al staff members from each participating community residence were
given the measurement instrument to complete. All thirty-four staff
members completed this measurement scale for a 100% response rate.
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A possible explanation for the high response rate was that the NA
visited each community residence to obtain the data during this phase
of the study. Table 11 presents the staff measurement scale.
field test of the resident measurement scale was performed on
five mentally retarded adults. This field test resulted in the
following modifications of the resident measurement scale; scales
were reduced from six choices to a maximum of three, questions were
phrased as simply and understandably as possible. Table 12 presents
the resident measurement scale.
Major Processes VIII, IX, X; Measurement Reporting, Evaluation of
Needs Analysis and Revising
Most of the procedures outlined in these three major processes
were not applicable to this study since this dissertation had time
and financial resource limitations. The results section, however,
will report on the outcome of the defining and measurement process.
There have been several revisions of the needs analysis methodology
which were necessitated by the specific nature of this study. These
changes have been reported earlier in the discussion of the defining
and measurement processes.
98
TABLE 11
COMMUNITY RESIDENCE STAFF
MEASUREMENT SCALE
INSTRUCTIONS
The following pages contain statements about the needs of
mentally retarded adults living in community residences. Please
follow the instructions given in each question and place a check
mark in the appropriate space on the answer sheet.
Please answer all the questions. The results of the question-
naire will be used by decision makers involved in planning for
services for mentally retarded persons. It is therefore extremely
important that you answer how you honestly feel or believe. The
responses that you give will be treated in very strict confidence;
there will be no attempt to study individual answers since the
responses will be examined as group data. The manner in which you
answer will have no bearing on your status in the community
residence program.
Thank You
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TABLE 11 — Continued
COMMUNITY RESIDENCE STAFF
MEASUREMENT SCALE
!• A * Does your community residence have a community residence
program that is designed to teach the community about the
mentally retarded and gain their support for deinstitution-
alization?
yes no
B„ On a scale of one-to-five, with one being "very good"
and five being "very bad"
,
how would you rate your
community education programs that are designed to teach
the community about the mentally retarded and gain their
support for deinstitutionalization.
5
very good good adequate bad very bad
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TABLE 11 — Continued
II. A. To what extent do mentally retarded adults living in
your community residence receive realistic payment during
vocational training, so that the government can stop paying
them to be retarded?
1 2 3 4 5
much too
high
too high realistic too low much too
low
B. To the best of your knowledge, what is the average
weekly take home pay of the residents in your home?
III. To what extent do mentally retarded adults living in
your community residence take personal responsibility
for decisions and actions?
almost
always
generally sometimes seldom almost
never
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TABLE 11 — Continued
IV. A. Rate, on a scale from one-to-five, the extent to which
the label "mentally retarded" is used in your community
residence
.
• • • • •
1 2 3 4 5
label label label label label
occurs occurs occurs occurs occurs
almost seldom sometimes often very
never often
B. Rate, on a scale from one-to-five, the extent to which
residents of your home exhibit behaviors and mannerisms
which typically indicate a history of institutionalism.
1 2 3 4 5
almost seldom sometimes often very
never often
V. On a scale of one-to-five, with one being "much too much"
and five being "much too little”
,
how would you rate your
community residence programs orientation towards
normalization and the residents freedom to fail?
1 2 3 4 5
much too
much
too much appropriate too
little
much too
little
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TABLE 12
COMMUNITY RESIDENCE
RESIDENT NEEDS MEASUREMENT SCALE
INSTRUCTIONS
Please listen very carefully as I read some questions to you.
I will then ask you to tell me your answers. There are no right or
wrong answers, only your opinions. Take your time and answer as
honestly as possible.
I. A. How often do you cook meals during a week?
:
times
B. Can you cook good meals?
yes no
c. Do the housemanagers teach you how to cook?
yes no
D. Did you learn how to cook while living in
?
•
•
•
yes no
TABLE 12 — Continued
A. How much money do you earn each week?
$
_
B. Is this enough money to live on?
• •
• •
yes no
C. How much money do you get from SSI each month?
$
D. How much money could you make each week?
$
Do you help people feel better?
a lot sometimes never
A. Is your job training...
very good okay bad
B. Do your housemanagers help you get jobs?
• •
• •
yes no
C. How much do they help you?
a lot sometimes
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TABLE 12 — Continued
V. Do your housemanagers and counselors do a
: : :
job in helping you get
good okay bad
into the community faster and better prepared?
VI. Do you feel that God is with you?
VII. Do your housemanagers do a
: : :
good okay bad
job in teaching you about living in the community?
CHAPTER IV
RESULTS OF THE DEFINING AND
MEASUREMENT PROCESSES
Overview of the Chapter
On the basis of the results of the defining and measurement
processes, needs data pertaining to the extent to which the top
five prioritized needs were met are presented in this Chapter.
Results of the defining process will be presented first, followed
by the results of the staff measurement scale and concluding with
the results of the resident measurement scale.
Results of the Defining Process
The top five prioritized items on the staff defining process
are presented in Table 13. The top six prioritized items on the
resident defining process are presented on Table 14. Items number
three and four on the resident defining received the same weighted
score of 128. Items number five and six on the resident defining
received the same weighted score of 125. The weighted scores for
each defining group were tabulated and the results for the staff
defining process are presented in Table 15. Table 16 presents the
results of the resident defining process.
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TABLE 13
TOP FIVE PRIORITIZED ITEMS
STAFF DEFINING
Weighted Prioritized
Score Order Item
126 1 community education programs to teach
the community about the retarded and
gain their support for deinstitution-
alization
98 2
93 3
72 4
69 5
realistic payment during vocational
training, so that the government can
stop paying them to be retarded (SSI)
take personal responsibility for
decisions, actions, etc.
conscious rejection of the retarded
label and of behaviors and mannerisms
which typically indicate a history of
institutionalization
normalization orientation; freedom to
fail must exist
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TABLE 14
TOP FIVE PRIORITIZED ITEMS
RESIDENT DEFINING
Weighted
Score
Prioritized
Order Item
131 1 be able to prepare good meals
129 2 being able to make enough money to
support yourself
128 3 would like to help other people
feel better
128 4 need help in getting jobs; more training
125 5 more help in getting into the community
faster and better prepared
125 5 pray to God that he will be with me
always
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TABLE 15
STAEF WEIGHTED SCORES
Item
Number Score
Priority
Order
Item
Number Score
Priority
Order
1
.
33 38 19. 43 23
2. 42 27 20. 17 80
3. 126 1 21. 16 88
4. 52 13 22. 25 48
5. 18 79 23. 98 2
6. 28 45 24. 10 99
7. 18 77 25. 19 76
8. 26 46 26. 49 16
9. 16 84 27. 63 11
10. 33 39 28. 25 51
11. 64 8 29. 25 51
12. 15 90 30. 45
18
13. 44 21 31. 33
37
14. 33 40 32.
22 57
15. 40 29 33.
26 47
16. 25 49 34.
20 64
17. 25 50 35.
49 17
18. 43 22 36.
39 31
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TABLE 15 — Continued
Item
Number Score
Priority
Order
Item
Number Score
Priority
Order
37. 12 96 55. 20 67
38. 62 12 56. 30 42
39. 17 82 57. 17 81
40. 20 63 58. 43 24
41. 22 55 59. 22 59
42. 22 56 60. 65 7
43. 17 83 61. 20 66
44. 22 58 62. 12 95
45. 66 6 63. 20 65
46. 52 14 64. 44 20
47. 32 41 65. 93 3
48. 41 28 66. 18 78
49. 14 93 67. 30
44
50. 15 92 68. 20
68
51. 33 36 69.
20 69
52. 20 61 70.
19 70
53. 16 87 71.
16 86
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TABLE 15 — Continued
Item
Number Score
Priority
Order
Item
Number Score
Priority
Order
73. 19 71 87. 42 26
74. 64 9 88. 11 98
75. 19 74 00 CO e 16 89
76. 69 5 90. 15 91
77. 22 53 91. 14 94
78. 22 54 92. 33 34
79. 51 15 93. 34 33
80. 16 85 94. 19 73
•
rHoo 72 4 95. 44 19
82. 39 32 96. 43 25
83. 8 100 97. 64 10
o
00 33 35 98. 19 72
omoo 19 75 99. 40 30
86. 22 60 100. 30 43
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TABLE 16
RESIDENTS WEIGHTED SCORES
Item Priority Item Priority
Number Score Order Number Score Order
1
.
61 50 19. 114 20
2. 109 24 20. 114 21
3 o 47 53 21. 101 39
4. 105 33 22. 127 5
5. 114 18 23. 117 15
6. 114 19 24. 108 28
7. 79 46 25. 82 44
8. 76 47 26. 82 45
9. 101 40 27. 104 36
10. 108 27 28. 85 43
11. 120 11 29. 103 37
12. 109 25 30. 109
26
13. 113 22 31. 52
51
14. 116 16 32.
65 49
15. 131 1 33.
50 52
16. 72 48 34.
87 42
17. 118 14 35.
128 4
18. 94 41 36.
106 30
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TABLE 16 — Continued
Item
Number Score
Priority
Order
Item
Number Score
Priority
Order
37. 101 38 46. 122 9
38. 125 7 47. 129 2
39. 123 8 48. 125 6
40. 118 13 49. 104 34
41. 121 10 50. 107 29
42. 128 3 51. 116 17
•
CO 112 23 52. 106 31
44. 104 35 53. 119 12
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Results of the Staff Measurement Scale
The most important item on the staff measurement scale was:
community education programs to teach the
community about the retarded and gain their
support for deinstitutionalization.
Tables 17 and 18 present the results of the measurement of the
extent to which this need is met. Staff members were asked if they
had a community education program or not and to evaluate the quality
of such programs using a five point scale 0 The response rate for
the entire staff measurement instrument was thirty-four out of thirty-
four, for a 100% response rate.
The number of staff indicating the existence of community
education programs in their community residence was six out of a
possible thirty-four. Seventeen percent (17%) of the staff's of
community residences reported having a community education program.
Twenty-eight out of the possible thirty-four staff members indicated
that no community education programs exist in their community
residence. Eighty-three percent (83%) of the professional staff of
community residences for adult mentally retarded persons reported
that no community education programs exist in their community residence.
Staff were next asked to rate the quality of their community
education programs. Out of thirty-four possible responses, only two
staff members indicated that their programs were very good. Six
percent (6%) of the community residence staff indicated that their
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TABLE 17
NUMBER OF COMMUNITY RESIDENCES
THAT HAVE COMMUNITY EDUCATION PROGRAMS
Number of Staff Responding 34
Staff Response Rate 100 1
;
Number of Community Residences Represented 17
Number of Staff Indicating the Existence of
Community Education Programs in their
Community Residence 6
Number of Staff Indicating that no
Community Education Programs Exist
in their Community Residence 28
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TABLE 18
ACTUAL RATING OF COMMUNITY EDUCATION PROGRAMS
Number of Staff Responding 34
Response Rate 100%
Response Options
very good 2
good 0
adequate 4
bad 14
very bad 14
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community education programs were very good. No (0%) staff members
indicated that their community education programs were good. Four
out of thirty-four staff members (11%) indicated that their community
education programs were adequate. Twenty-eight out of a possible
thirty-four staff (82%) indicated that their community education
programs were either bad or very bad.
The second most important item on the staff measurement scale
was
:
realistic payment during vocational training,
so that the government can stop paying them
to be retarded (SSI).
Table 19 presents the results of the measurement of the extent to
which this identified need is met. Staff members were asked to
indicate the extent retarded adults receive realistic payment during
vocational training. Only one staff member (3%) indicated that pay-
ment during vocational training was realistic. Thirty-three staff
members out of a possible thirty-four (97%) indicated that payment
during vocational training was either too low or much too low.
Staff were asked to estimate the average weekly take home pay
of the residents in their community residence. Table 20 presents
the individual staff responses to this question. Staff did not have
sufficient time to collect the necessary payment records for an
exact response to this question and the data must be viewed with
this in mind. Although the staff made rough estimates of resident
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TABLE 19
STAFF RATING OF RESIDENT PAYMENT
DURING VOCATIONAL TRAINING
Number of Staff Responding 34
Response Rate 100%
Response Options
much too high 0
too high 0
realistic 1
too low 13
much too low 20
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TABLE 20
STAFF ESTIMATES OF AVERAGE
WEEKLY TAKE HOME PAY OF RESIDENTS
Number of Staff Responses 34
Response Rate 100%
Pay Estimate Staff Pay Estimate
Interval Frequency
$4.00 - $8.00 10
$9.00 -$14.00
$15.00 -$19.00
$20.00 -$24.00
Average Estimate of Resident Weekly Take Home Pay $11.29
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weekly take home pay, their judgements were within three dollars of
the estimates made by the residents themselves.
The number three prioritized item on the staff measurement
scale was
:
take personal responsibility for decisions,
actions, etc.
Staff members were asked to what extent mentally retarded adults
living in their community residence take personal responsibility for
decisions and actions. Table 21 presents the results of staff
assessment of the extent to which this need is met. All thirty-four
staff members (100%) responded to this question. Fifty-six percent
(56%) of the staff indicated that residents generally or almost
always take personal responsibility for decisions and actions.
Forty-four percent (44%) of the staff indicated that residents some-
times or seldom take personal responsibility for decisions and actions.
The number four most important prioritized item on the staff
measurement scale was:
conscious rejection of the retarded label
and of behaviors and mannerisms which typically
indicate a history of institutionalization.
Staff members were asked to rate the extent to which the label
"mentally retarded" is used in their community residence. Table 22
presents the results of this rating process. Ninety-one percent (91%)
of the thirty-four respondents indicated that the
' mentally retarded
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TABLE 21
STAFF RATING OF THE DEGREE TO WHICH
RESIDENTS TAKE PERSONAL RESPONSIBILITY
FOR DECISIONS AND ACTIONS
Number of Staff Responses 34
Response Rate 100%
Response Options
almost always 7
generally 12
sometimes 13
seldom 2
almost never 0
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TABLE 22
STAFF RATING OF THE EXTENT TO WHICH THE LABEL
"mentally retarded" is used in community residences
Number of Staff Responses 34
Response Rate 100%
Response Options
label occurs almost never 12
label occurs seldom 19
label occurs sometimes 2
label occurs often 1
label occurs very often 0
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label is used almost never or seldom. Only eight percent (8%) of
the staff indicated the label is used sometimes or often.
Staff members were asked to rate the extent to which residents
exhibit behaviors and mannerisms which typically indicate a history
of institutionalization. Table 23 presents the results of this
rating scale. Thirty percent (30%) of the staff indicated that
residents almost never or seldom exhibit behaviors and mannerisms
which typically indicate a history of institutionalization. Seventy
percent (70%) of professional staff indicated that residents some-
times, often or very often exhibit behaviors and mannerisms which
typically indicate a history of institutionalization.
The fifth most important prioritized need to be measured was:
normalization orientation; freedom to fail
must exist.
Staff members were asked to rate their community residence programs
orientation towards normalization and the residents freedom to fail.
Table 24 presents the results of this staff rating process. Ninety-
one percent (91%) of the staff respondents indicated that their
community residence programs orientation towards normalization and
the residents freedom to fail was adequate. Nine percent (9%)
indicated that too little orientation towards normalization and the
freedom to fail existed in their respective community programs.
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TABLE 23
STAFF RATING OF THE EXTENT TO WHICH RESIDENTS
EXHIBIT BEHAVIORS AND MANNERISMS WHICH TYPICALLY
INDICATE A HISTORY OF INSTITUTIONALIZATION
Number of Staff Responses 34
Response Rate 100%
Response Options
almost never 0
seldom 10
sometimes 12
often 10
very often 2
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TABLE 24
STAFF RATING OF COMMUNITY RESIDENCE PROGRAMS
ORIENTATION TOWARDS NORMALIZATION AND THE
RESIDENTS FREEDOM TO FAIL
Number of Staff Responses 34
Response Rate 100%
Response Options
much too much 0
too much 0
appropriate 31
too little 3
much too little 0
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Results of Resident Measurement Scale
The number one most important prioritized item on the resident
measurement scale was:
be able to prepare good meals.
Table 25 presents the results of the measurement of this identified
need. Ninety-four percent (94%) of the residents indicated that
they cook only one, two or zero meals each week out of a possible
twenty-one. Six percent (6%) of the residents indicated that they
cook three to five meals per week while no one reported to cook more
than five meals per week. Ninety-seven percent ( 97%) of the residents
indicated that they can prepare good meals.
Ninety-two percent (92%) of the residents indicated that their
housemanagers teach them how to cook. Twenty percent (20%) of the
residents indicated that they were taught to cook while institution-
alized, while eighty percent (80%) said that they were not taught to
cook while institutionalized.
The number two most significant prioritized item on the resident
measurement scale was
:
being able to make enough money to
support yourself.
Table 26 presents the results of the weekly wages received by the
residents. The average weekly wage for residents was $14.02. Twenty-
two of the possible thirty-four residents responding (65%) indicated
that their weekly wages were enough to live on as long as they
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TABLE 25
RESIDENT MEAL PREPARATION RESULTS
Number of Resident Responses 34
Response Rate 100%
Number of Meals Prepared Each Week by Residents
zero
one 24
two y
three - five 2
six - ten 0
eleven - twenty-one 0
Number of Residents who Indicate They
Can Prepare Good Meals 33
Number of Residents Who Indicate That They
Cannot Prepare Good Meals 1
Number of Residents Who Indicate That Their
Housemanagers Do Not Teach Them How To Cook 3
Number of Residents Who Indicate That
Their Housemanagers Teach Them How To Cook 31
Number of Residents Who Were Taught To Cook
While Institutionalized 7
Number of Residents Who Were Not Taught To
Cook While Institutionalized 27
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TABLE 26
WEEKLY WAGES OF RESIDENTS
Number of Residents Responding
Response Rate
Weekly Wage Interval
34
100%
Frequency of Resident
Weekly Pay
$ 2.00 - $6.00 9
$ 7.00 - $11 . 00 10
$12.00 - $16.00 6
$17.00 - $21.00 3
$22.00 - $26.00 4
$27.00 - $31.00 1
*One resident reported earning $78.00 per week while working full
time as a maid at a local hotel.
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received Supplemental Security Income (SSI) from the Federal Govern-
ment. The average amount of Supplemental Security Income was $210.59
per month. Twelve residents (35%) expressed that their weekly take
home pay was not enough to live on even with SSI payments.
Residents were asked how much money they could earn per week if
they were living on their own. Table 27 presents the results of
this measured need. Only sixty-five percent (65%) of the residents
responded to this question. The average weekly estimate of potential
earning power for residents was $50.66.
The number three most important prioritized item measured was:
would like to help other people feel better.
Residents were asked the extent they helped other people feel better.
Table 28 presents the results of this measurement. One hundred per-
cent (100%) of the residents indicated that they help others feel
better either sometimes or a lot.
The number four highest prioritized item measured was:
need help getting jobs; more training.
Residents were asked to respond to questions regarding their job
training. Table 29 presents the results of the measurement of this
need. Ninety-one percent (91%) of the residents indicated that they
believed their job training to be very good or okay.
Twenty-two (22) residents indicated that the housemanagers
helped them find jobs. Twelve (12) said that they received no help
from housemanagers in finding jobs.
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TABLE 27
RESIDENT ESTIMATES OF AMOUNT OF WAGES PER WEEK
THEY COULD EARN IF THEY LIVED ON THEIR OWN
Number of Responding Residents 22
Response Rate 65%
Number of Residents Who Did Not Know How
Much Money They Could Possibly Earn If
They Were On Their Own 12
Resident
Number
Wage
Estimate
Resident
Number
Wage
Estimate
1 $ 15.00 12 $100.00
2 78.00 13 10.00
3 90.00 14 8.00
4 12.00 15 20.00
5 45.00 16 5.00
6 50.00 17 100.00
7 163.00 18 14.00
8 20.00 19 50.00
9 10.00 20
25.00
10 11.00 21
20.00
11 250.00 22
65.00
Total Wages $1,216.00
Average $ 50.66
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TABLE 28
RESIDENT ESTIMATE OF THE EXTENT
TO WHICH THEY HELP OTHER PEOPLE FEEL BETTER
Number of Residents Responding 34
Response Rate 100%
Response Options
a lot 27
sometimes 7
never 0
TABLE 29
RESIDENT RATING OF THEIR JOB TRAINING
Number of Residents Responding 34
Response Rate 100%
Response Options
very good 22
okay 9
bad 3
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The number five most important prioritized item measured was:
more help in getting into the community
faster and better prepared.
Table 30 presents the results of the measurement of this need.
Residents were asked to rate the performance of their housemanagers
regarding the training they provided in assisting residents in
acquiring the skills necessary to live in the community. Ninety-
eight percent (98%) of the residents indicated that they believed
the housemanagers are doing a good or okay job.
The number six most important prioritized item to be measured
was
:
pray to God that He will always be with me.
Residents were asked to rate the extent to which they felt God is
with them. Table 31 presents the results of this measured need.
Ninety-four percent (94%) of the residents believed that God is with
them either sometimes or always.
Discussion of Results
This study attempted to provide useful data on the needs of
mentally retarded adults living in community residences in Western
Massachusetts. The results confirm that the sample of retarded adults
were capable of communicating their needs and of participating in the
measurement of the degree to which these needs were met. Professional
full-time staff also provided their definition of the needs of
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TABLE 30
RESIDENT ASSESSMENT OF HOUSEMANAGERS PERFORMANCE
REGARDING TRAINING RESIDENTS FOR COMMUNITY LIVING
Number of Residents Responding 34
Response Rate 100%
Response Options
good job 24
okay job 9
bad job 1
TABLE 31
RESIDENT RATING OF THE EXTENT
TO WHICH THEY FEEL GOD IS WITH THEM
Number of Residents Responding 34
Response Rate 100%
Response Options
always 26
sometimes ®
2
never ^
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retarded adults. The two defining groups generated considerable
needs data. The top five prioritized items for both defining groups
will now be discussed in regards to their implications.
Twenty—eight (28) out of the thirty—four (34) participating
staff members (83%) indicated that their community residence program
did not have a community education program designed to teach the
community about the retarded and gain their support for deinstitution-
alization. Eighty percent (80%) of this group determined that their
community education program was either bad or very bad. The impli-
cations of these data suggests a major shortcoming of the overall
community residence phenomenon as it presently exists in Western
Massachusetts. As indicated in Chapter II, the success of community
oriented programs for retarded individuals is largely dependent
upon society’s attitudes towards handicapped persons. With the
recent emphasis on deinstitutionalization, local communities have
had to adjust to a substantial influx of retarded persons returning
to cities and towns across the Commonwealth. As Chapter II further
indicates, these communities are by and large ill prepared to deal
with this "new" social policy for the treatment of retarded persons.
A very serious dilemma has developed. The Commonwealth is
committed to drastically reducing the populations of the large state
operated institutions. The state plan is to develop a wide variety
of community residence options for the retarded. Communities,
however, are increasingly resisting this process and are very much
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concerned with issues such as decline in property values which
result from the presence of community residences in local neighbor-
hoods, additional educational costs for the retarded and the general
impact of the community of accomodating here to fore institution-
alized citizens.
These facts strongly suggest the importance of community
education programs. The data reveals however, that only 17% of the
homes surveyed have any ongoing community education programs at all.
There can be little doubt that unless a considerable effort is under-
taken to correct this rather extraordinary oversight, the entire
community residence process will stand to self-destruct. Society’s
attitudes about the retarded is far from accepting and society is
not likely to tolerate too many failures of the community residence
system. The handwriting is unmistakably on the wall. Sponsors of
deinstitutionalization programs for the retarded must develop exten-
sive and effective community education projects. The alternative is
the potential failure of the communitization process and re-establish-
ment of institutionalization.
Ninety-seven percent (97%) of the professional staffs surveyed
indicated that payment of retarded persons living in community
residences during vocational training is either too low or much too
low. The average staff estimate of resident weekly take home pay
was $11.29. One of the basic philosophical premises of the communit-
ization movement is to provide normalized work opportunities for
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retarded people. The needs data indicates that meaningful work
opportunities and effective vocational training programs are limited.
One indication of productive citizens of a community is their
contribution to the tax base through payment of state and federal
taxes. Certainly communities would look more favorably upon self-
supporting retarded persons than those dependent upon government
subsidy for their existence. The data further indicates the need for
substantial improvements in the vocational area for retarded persons
living in the community. The low weekly take home pay rate of
retarded persons warrents further investigation with regard to
possible exploitation. The author interviewed one particular
retarded worker who earned approximately $18.00 per week and worked
forty hours weekly unloading trucks. His housemanagers suggested
that he could easily become competitively employed in the moving
industry, yet his work supervisors want to keep him at his present
position because of the manpower contribution he makes to the
organization.
Fifty-five percent (55%) of the staffs indicated that residents
generally or almost always take personal responsibility for decisions
and actions. Forty-four percent (44%) of the staff indicated that
residents sometimes or seldom take personal responsibility for
decisions and actions. These data indicate that considerable effort
is necessary to assist retarded persons in developing decision making
skills and in assuming responsibility for personal actions. The
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institutions from where most of the residents come fostered
dependence and discouraged independent thinking. A major task for
residents of community residences is to develop the necessary skills
associated with living a responsible life with the community. In
considering the data, it appears that community residences in
Western Massachusetts could benefit tremendously from an educational
program designed to meet this need.
Ninety-one percent (91%) of the staff indicated that the label
mentally retarded 1 occurs seldom or almost never in the community
residences. This data provides an example of an identified need
which has, for the most part, been met.
Seventy percent (70%) of the staff interviewed indicated that
residents sometimes, often or very often exhibit behaviors and
mannerisms which typically indicate a history of institutionalization.
These data suggest a need for additional educational programs designed
to reduce these behaviors and mannerisms. Resident behavior becomes
a central issue when dealing with a potentially hostile and
unreceptive community. Programs geared towards alleviating these
behaviors certainly should be an integral part of any successful
community residence project.
Ninety—one percent (91%) of the staff surveyed indicated that
their community residence programs orientation toward normalization
is appropriate. Only nine percent (9%) of the staff considered that
their programs had too little a normalization orientation.
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Eighty-eight percent (88%) of the residents interviewed
indicated that they prepare meals only once or twice each week.
The importance of being able to prepare good meals assumes additional
importance when viewed from the data results. Seventy-nine percent
(79%) indicated that they had not received training in cooking
while institutionalized. Over ninety-seven percent (97%) of the
residents indicated that they presently receive cooking instruction.
One basic skill necessary for independent living is the ability to
purchase and prepare nutritional meals. These data suggest that
more emphasis should be placed on this aspect of community residence
programming.
The average weekly take home pay estimate of the residents was
$14.02. The average amount of Supplemental Security Income (SSI)
was $210.59. Sixty-two percent (62%) of the residents indicated
that the combined SSI and weekly pay was enough to live on. The
residents indicated that if they lived more independently they could
earn, on their own, an average of $50.66 per week. One critical
problem in this area is that when residents begin to earn more weekly
pay their SSI payments are reduced accordingly. This situation
greatly limits the incentive to become more self-sufficient.
One hundred percent (100%) of the surveyed residents indicated
that they help other people feel better a lot or sometimes. This
need is apparently met and can be supported easily by workers in the
field who readily observe the generally pleasant and helpful nature
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of residents of community residences.
Nine percent (9%) of the interviewed residents indicated that
their job training programs were bad. The remaining ninety-one
percent (91%) said that the job training programs were either very
good or okay. These data suggest that the job training programs,
from the residents perception, are basically sound and satisfying.
The author views these data in light of the fact that mentally
retarded adults, more often than not, are extremely accomodating
persons and somewhat hesitant to criticize authority figures who
directly influence their lives. Sixty-one percent (61%) of the
residents indicated that their housemanagers helped them get jobs.
It would seem appropriate that a good deal more housemanagers time
be spent in assisting residents in finding satisfying employment.
Ninety-eight percent (98%) of the surveyed residents indicated
that the housemanagers do either a good or okay job in helping them
get into the community faster and better prepared. These data
suggest that community residence programs are highly successful
operations in regards to integrating residents into community life.
From the residents point of view, community residence programs are
a vast improvement over institutionalization. Typically, residents
are extremely appreciative of the opportunity of living in the
community and are not usually overly critical of programs that
substantially improve their lives.
Ninety-four percent (94%) of the residents indicated that they
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feel that God is with them always or sometimes. In the authors view,
the surveyed residents demonstrated a rather remarkable optimism
about their fate in life. The belief that God may be with them may
partially explain this observation.
Implications and Recommendations
The purpose of this study was to obtain useful data about the
needs of adult mentally retarded persons living in community
residences in Western Massachusetts. The application of the
Coffing/Hutchinson Needs Analysis Methodology generated a substantial
amount of data regarding the needs of residents of community
residences. The prioritized lists of needs as defined by both
professional staff and randomly selected residents provides valuable
information for decision makers in the field. The top five prior-
itized items for each group were measured to determine the extent to
which the needs were met or unmet. The resulting data provides
important indications of the status of existing community residence
programs in Western Massachusetts.
Further defining and measurement of needs should become a
regular part of program planning and development for community based
facilities. The residents of these facilities, as evidenced by this
study, should have considerable input into the decision making process.
The Coffing/Hutchinson Needs Analysis Methodology provides steps
and procedures for further defining the components of each identified
need. This study identified numerous needs and measured in a
general way, the extent to which the needs were met. Future
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researchers may utilize this data as a starting point and may
endeavor to collect much more detailed and specific information
regarding the needs of residents of community residences. An example
of this future research would be to determine the elements of an
effective community education program or the component of a success-
ful vocational training program.
Community residences provide a viable approach to community
living for mentally retarded persons. Successful community residences
are the result of careful planning, adequate funding and designing
programs to meet the needs of each individual resident.
As the pressure for deinstitutionalization increases, society
must exercise patience and control and not totally rule out the
possible advantages of institutions. With adequate planning and
monitoring, community residences can afford an excellent opportunity
for most retarded persons. Without adequate safeguards and pre-
cautions however, community residences can easily become another
failure in the lives of the mentally retarded.
Summary of Findings
The resident defining process produced a list of practical
wants and desires of people who need some help in living in todays
society. A substantial proportion of the list dealt with issues
related to finding meaningful employment and acquiring the necessary
social skills which would enable them to adapt to living within a
community setting. It is particularly interesting to note that the
needs identified by the adult residents are typically the needs of
most adults. To be able to; get married, drive a car, cook good
meals, go to parties, learn to play the guitar, make enough money
to support yourself, are examples of needs that are generally taken
for granted by non-retarded persons. In addition to having many of
the same needs as non-retarded persons, the lives of retarded adults
are often complicated by societies lack of understanding regarding
how best to assist them in realizing their goals and aspirations.
Without doubt, most retarded adults living in community
residences require a substantial amount of help in their quest for
self-sufficiency and self-appreciation. The community residence
concept can be a productive opportunity for the realization of these
objectives. As noted by the results of the staff defining process,
professionals in the field seem to be generally attuned to the needs
of the retarded population. Although stated in more eloquent terms,
complete with popular jargon, the staff defining is consistent and
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The greatest
complementary with the resident defining of needs,
problem however, seems to be in translating the identified needs
into effective community residence programs.
The establishment and effective operation of community
residences involves a variety of complex issues. Some of these
factors are; organizational and administrative structure, funding,
physical plant, community education, staffing and programming. If
community residences are to succeed as suitable alternatives to
institutions, the above mentioned issues have to be thoroughly
examined, then quality controlled programs can be developed.
In the opinion of the author, the essential components of a
community residence program are experiences designed to encourage
maximum independence in the areas of self-help, social, vocational
and recreational skills. Imperative in all of these programs is
the absolute necessity of treating each retarded person as an
individual. Programs should be designed around the guiding principle
that each retarded individual is a unique person with his/her own
needs, desires and view of the world. It is an all too common
practice for professionals to design programs for "the retarded
which result in the loss of individuality and basic human freedom.
Society must begin to learn to deal with individual persons who
happen to be mentally retarded rather than treating them as a
homogeneous group, with similiar needs and desires.
Until the problems of insufficient funding and high staff turn-
143
over are resolved, community residences will continue to be a
mediocre effort, with minimal chances for genuine and lasting
success. Society has an overwhelming moral responsibility to
adequately provide for the needs of the retarded. Unless the many
serious issues facing community residences are dealt with forth-
rightly with increased funding allocations and improved working
conditions, the entire concept is likely to die a slow and agonizing
death.
Until recently, the institution was virtually the only
residential option for the retarded. With the quality of institu-
tional care coming under increasing criticism, community residences
have become a more popular alternative. Without adequate safeguards
to insure effectiveness of these programs, the lives of the retarded
will not be significantly changed for the better. On the basis of
the data collected and observations of the participating residences
in this study, the author has many serious concerns regarding the
viability of existing programs. It becomes compelling for concerned
citizens and professionals to carefully examine these programs
objectively and institute the necessary and appropriate changes
before public reaction demands the abandonment of such endeavors
and calls for a return to the institutions.
APPENDIX A
LETTER OF REQUEST
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SCHOOL OF EDUCATION
47 Vernon Street
Northampton, Mass,
February, 14, 1978
Dear Community Residence Staff,
This letter is written to request your cooperation in
a research study being conducted, in Community Residences for
individuals labeled adult mentally retarded in Western
Massachusetts. I am a former house parent and have had
extensive experience in the field of mental retardation and
the community residence phenomenon. Presently I am completing
my doctoral studies at the University of Massachusetts in
the field of special education. The area of my dissertation
is a needs analysis of the needs of individuals labeled adult
mentally retarded. It is anticipated that this data will
contribute to the knowledge base in the field.
The actual logistics of the data collection will require
me to interview three of the residents and two staff members.
Time required will be approximately two hours in each resi-
dence. It will.be necessary for me to make one additional
follow-up visit to your residence to finalize data collection.
Since I am fully aware of the demands of your job I will make
every effort to contact you in advance of my arrival and to
set up an appropriate time schedule. During my visits, I
will be delighted to share with you a more definitive
description of this research endeavor. Upon the completion
of my dissertation, I will send you a copy of the results
section.
I would like to thank you in advance for your cooper-
ation and contribution to the field of mental retardation,
I will contact you in the near future.
Sincerely yours,
Stephen B. Maxner
Doctoral Student
APPENDIX B
LETTER OF INSTRUCTION
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47 Vernon Street
Northampton, Mass,
01060
April 18, 1978
Dear Community Residence Staff,
Enclosed please find a list of needs of adults labeled
mentally retarded as defined by a sample of community residence
staff in Western Massachusetts, Would you be so kind as to
follow the directions indicated at the top of the page. The
entire process will take about 10 minutes of your time.
Upon completion of the task please return in the enclosed,
self-addressed, stamped envelope.
This doctoral study is designed to provide useful
information for decision makers in the field of community
residences for individuals labeled mentally retarded.
Upon the completion of this part of the study, I would like
the opportunity to meet with two of the residents of your
home for about one hour in order to have them assess their
needs in a very similar way as the enclosed form, I will
call in advance to make the necessary arrangements and look
forward to seeing you in the near future.
Sincerely,
Stephen B. Maxner
Doctoral Candidate
University of Massachusetts
P.S Please have any 2 full-time staff members fill out one
needs list apiece. Thank you for your cooperation.
APPENDIX C
LETTER OF REFUSAL
15 Buel Street
Pittsfield, Mass.
01201
1#
April 25, 1978
Mr. Stephen B. Manner
Doctoral Student
University of Massachusetts
47 Vernon Street
Northampton, Mass.
Dear Mr
.
M axn er
:
I have your letter of February 14th, and subsequently
received your letter of April 18th.
I regret to inform you that such studies and investigations
require^the approval of our Director, who has informed me that
permission cannot be granted in this instance. I regret
that I did not discuss this with her much earlier, and inform
you.
Yours sincerely,
Charles P. Heineman
House Manager
^ramo Home
Berkshire County Association for Retarded
Citizens.
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